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S far as the organization of public health is concerned, until 1926 
A the Province of Quebec was divided into eighteen districts, each 
of them under a medical officer of health called an inspector, 
who was responsible to an inspector-general. This medical officer 
supervised a fixed number of counties and it was not unusual for one 
man to be responsible for the health protection of sixty, seventy, or 
even ninety municipalities. Lacking the services of nurses and sanitary 
inspectors, he was required to do single-handed the tremendous amount 
of work that ari immense territory and a large population demanded. 
As a result, many municipalities were not visited, epidemics frequently 
went unnoticed, the reporting of communicable diseases by physicians 
was unsatisfactory and nuisances were not remedied. Through the 
establishment of several regional anti-tuberculosis and baby clinics, 
efforts had been made to reduce the tuberculosis and infant mortality; 
but, in spite of the zeal and devotion of our officers, we were forced to 
await, year after year, that improvement in hygienic conditions which 
only an intensive educational campaign could effect. 


Organization 


In bringing about such an improvement the important factor was 
the decentralization of the work by the creation of many local systems, 
all, however, under the direction of a central governing body—this being 
the scientific method of successfully promoting public health work. 

With the example of county health units established in various 
states and with the financial and advisory assistance of the Rockefeller 
Foundation, to which the Province will always be indebted, the county 
health unit system was instituted a little more than five years ago. 
The task was not an easy one. One of our greatest difficulties was to 
convince the local authorities, county councils and municipal bodies 

* Presented at the 6oth Annual Meeting, American Public Health Association, Montreal, 
September, 1931. 
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that they should voluntarily contribute on an ascending scale to the 
expenses of the health units—such contribution being a condition upon 
which my good friend, Dr. F. F. Russell, promised the Rockefeller 
Foundation’s help. 

The people of the Province, more than 85 per cent of whom are of 
French descent and language, had suffered so long from adverse 
economic conditions and laboured so hard to keep unadulterated what 
was constituting its character, relying upon its splendid natality to 
survive, that it was only gradually that they gave to the betterment 
of hygienic conditions the attention that was itsdue. It was when our 
people became more prosperous, when a decrease in the birth rate began 
to be felt, that the urgency of an earnest effort was considered alike 
by the political leaders at the top and the mass at the bottom. 

In 1926, accordingly, we began the organization of our county health 
units. During that year three units were created; in 1927, one; in 1928, 
four; in 1929, five, in addition to a training school; ten in 1930; and 
two at the beginning of the present year [1931]: in all, 24 units covering 
30 counties with a total population of 800,000—almost 50 per cent 
of the rural population to be organized under the system. I am not 
acquainted with the progress accomplished in any of the United States. 
during a similar period of time; but I doubt if as great a number of 
units were created elsewhere within the short space of five years. 

Instead of considering the county health unit, as elsewhere, a purely 
local and autonomous organization, responsible to the county authori- 
ties, the Quebec Bureau of Health looks upon it as an integral part of 
the general system. The direction of the units’ activities comes from 
the central office. Appointed and paid by the Provincial Department, 
the personnel report to us once a week on the work done. We receive 
the money contributed by the counties, the municipalities and the 
Rockefeller Foundation, and transmit it to the Provincial Treasurer 
who keeps it in trust, together with the government appropriations for 
county health unit purposes. So there is uniformity in the methods 
and unity in the direction. We decided that the direction of public 
health administration must come from a governing body and our people 
have been surprisingly willing to co-operate with such a system. 
Moreover, and conditionally upon a determined contribution, we have 
undertaken the public health supervision of many small towns and 
cities that formerly had only a limited part-time health service. The 
municipal authorities of these towns are so well satisfied with the 
system that they unite in telling us that they would never willingly 
go back to the old regime. 





























Financing 





Quebec covers the largest area of all our Canadian provinces and 
in certain parts the population is widely scattered; indeed, some of our 
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counties are like provinces in themselves. The staffs of certain units, 
therefore, must care for forty-five, fifty or fifty-five thousand people. 
The budgets of such units must necessarily be high; but, in order not 
to alarm a population unaccustomed to contribute large sums towards 
public health work, and considering also that the first duty of the 
state is to undertake the largest share in the expenses of a service 
benefitting the entire population, we have (theoretically) limited to 
$12,000 the average budget of a county health unit. Under the 
Health Units Law, for the first year we require from the county a 
contribution of one-fifth of the total—or $2,400; for the second year, 
one-quarter—$3,000; for the third year, one-third—$4,000; and for 
the fourth and following years, one-half—$6,000. In actual fact, the 
budget always exceeds $12,000. For instance, the free distribution of 
sera and vaccines; the salaries and travelling expenses of additional 
nurses—two are provided for, but in some counties we have four and 
five; the travelling tuberculosis and baby clinics directed by a full-time 
staff of specialists: all these are provided at the further expense of the 
Province. The average amount spent on a county health unit, there- 
fore, approximates $20,000 oftener than it does $12,000. I must add 
that in certain counties with a low valuation because of the poverty 
of the population, we ask for the first year just $1,000 as a beginning, 
the legislator having considered that a poor community often needs 
and deserves more than a rich one the advantages of an organization 
accomplishing so much good. 

I understand that in every other province or state, all appropriations 
for public health purposes must be voted by the legislature and that, 
consequently, the estimates for such purposes cannot be exceeded 
during the financial year. In Quebec, however, when a county council 
requests the Provincial Bureau of Health to create a health unit in 
that council’s territory, the law provides that the Director has only to 
ask the Provincial Treasurer for the necessary funds, which are drawn 
from the Consolidated Revenue Fund. Hence, without a previous vote 
of the legislature we are empowered to create five, ten or fifteen addi- 
tional units, as the need may demand, and to proceed with their 
maintenance—which shows clearly the attitude of our statesmen 
towards the health unit system. 

Perhaps you may ask who pays the difference between the amounts 
contributed by the various counties and the $12,000 necessary to meet 
the requirements. From the beginning the Government pays 50 per 
cent ($6,000) and in addition the Rockefeller Foundation has generously 
helped us by contributing substantial sums annually since 1925, 
although on a decreasing scale. The Foundation’s moral and financial 
encouragement did a great deal to induce our population to adopt the 
system and to tax themselves for the promotion of public health, and 
in the name of the health service of the Province I wish to extend to 
that great philanthropic body the expression of our deep gratitude. 
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When the county’s share and the Foundation’s contribution do not 
represent the half of the amount required by law, we are allowed to 
use the funds at our disposal to make up the difference. Consequently, 
the operations of no health unit need be abandoned through lack of 
money. Our people have learned to help themselves and we consider 
it a state duty to help them to the utmost; and that is what we do. 

Did one of the thirty counties organized fail after the first year to 
renew and increase its contribution? No. And why? Because the 
population saw the benefits of such an organization. In certain 
counties in which the council had voted in favour of the establishment 
of a unit only by a majority of one or two, the members at the beginning 
of the second year voted enthusiastically and unanimously in favour of 
the increased contribution required by the law. Our people may 
sometimes be slow to adopt new ideas and methods, but once they are 
convinced of their excellence, permanence is assured. 


Programme 


Two words will describe the programme of our Provincial Bureau of 
Health for the future: ‘“Go Ahead.’ We shall not rest satisfied until 
the entire rural and semi-urban population of the Province is reached 
by the health unit system. We have established twenty-four units 
covering thirty counties; in five years we have organized under the 
system one-half of the rural population and I am convinced that 
before another five years have elapsed the entire fifty to fifty-five units 
on our programme will have been created and our aim attained. 


Tuberculous Control 

During the past six or seven years a mighty effort has been made 
to combat tuberculosis, which for nearly a century has been a scourge 
in our province. Regional clinics were established in twenty strategic 
centres, the number of hospital and sanitorium beds was increased from 
less than 400 to 1,725 and extensive propaganda was launched. Three 
years ago we decided to use the county health units to make a tuber- 
culosis survey. In almost all our counties we organized travelling 
clinics provided with portable X-Ray apparatus and in the charge of 
full-time chest diagnosticians who went from municipality to munici- 
pality examining all those who had any doubts about the condition 
of their lungs. One diagnostician travels through four to five units 
and meets in the school hall, the community hall, often in the vestry 
of the church, the thirty, fifty or seventy people, sent generally by the 
practising physicians and encouraged to go by the parish priest from 
the pulpit on the previous Sunday. During the two weeks after the 
consultation, one of the unit’s nurses makes a follow-up call to instruct 
the family in the prevention of contamination and in the organization 
of the rest cure when it is not possible for the patient to secure a bed 
in asanitorium. Since this work was begun, more than 38,000 people 
have been examined by our five diagnosticians. 
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The war against tuberculosis is necessarily a long one and it is only 
after many years of effort that we see results, but we trust that these 
travelling clinics, together with the permanent ones in our various 
centres, will notably reduce the death rate from this disease. 


Diphtheria Immunization 


As far as immunization against diphtheria is concerned, I believe 
that the achievements of the Provincial Bureau of Health have been 
without parallel since we undertook the work last year. On the ground 
that immunization with toxoid is a measure of prevention and of public 
protection and not of treatment, we resolved to give it free of charge. 
Both the medical profession and the people themselves co-operated 
with us to the fullest extent. In a town of the Lake St. John County 
Health Unit, I myself in one day saw 1,284 children coming in to 
receive their second injection. In Beauce County, one large parish 
provided more than 1,400 children; in others, 800, 1,000 and 1,100 were 
regular numbers. As a result of one year’s work—from June, 1930, 
to June, 1931, inclusive—more than 58,000 children were given the 
three injections and the work continues on the same scale. This, 
together with the free distribution of antitoxin in all our organized 
counties, must shortly reduce to a great extent our diphtheria death 
rate. The latest statistics show that one hundred fewer children died 
from this disease in 1930, the year in which this work was begun, 
than in 1929. 


Personnel 


We deem it essential for the success of a health unit to have at its 
head an active, intelligent, tactful and competent man. Every medical 
officer is required to take the necessary steps to obtain a diploma in 
Public Health before being definitely appointed as chief of a county. 
Thanks again to the help given by the Rockefeller Foundation and 
also by the Connaught Laboratories, we benefitted by numerous 
scholarships for our men at the Schools of Hygiene of both the Uni- 
versity of Toronto and the John Hopkins University of Baltimore. 
Three of our men graduated from the latter, as did fifteen from the 
University of Toronto, while eight others are leaving shortly for Toronto 
to follow the one-year course leading to the diploma in Public Health. 
We consider proper qualifications of primary importance and our 
officers constitute a worthy and competent staff upon whom we con- 
fidently rely. ; 

I cannot terminate my remarks without offering to the Ministers 
of the Government a sincere appreciation of their confidence and 
support, and to all my associates and officers the thanks I owe them 
for their co-operation and invaluable help. Without them all we could 
have done nothing; with them we have accomplished something; and 
in the light of the past we can face the future with hope and assurance. 














The Challenge of Tuberculosis’ 


DAVID A. STEWART B.A., M.D., F.R.C.P.(C.), LL.D. 
Medical Superintendent, Sanatorium Board of Manitoba 


IRST of all, the Challenge of Tuberculosis is a challenge to what, 
kK with alternate spasms of pride and shame, we call Our Civilization. 

As long as primitive races have been left to themselves, without 
the tutelage of our superior intelligence, they have managed to get 
along without tuberculosis and many other diseases and social complica- 
tions. One of the first gifts of the discoverer has ever been disease, 
and tuberculosis has brought disability, death, and even depopulation 
to many an isolated sanctuary of native life. 

Tuberculosis is not found among the wild black men of Australia. 
In the Upper Zambesi, in parts of the Cameroons and the Soudan, 
and in the Transvaal interior, it is still rare. But ‘‘when the European 
enters there is another story to tell.”” A missionary brought the disease 
to Patagonia. In Kenya the tuberculosis death rate is rapidly increas- 
ing. In Gambia it has almost doubled in three years. Primitive races 
have had no chance to build up resistance. Fortunately, as morbidity 
rises, mortality falls. When the cases in Figi were 391 the deaths 
were 84; but when the cases were 621 the deaths were 73. 

It is a peculiar feature of Canadian life that we have people of 
primitive races scattered among us, gradually mingling their blood 
with ours. The White Plague has brought heavy burdens upon the 
red man. Traders with beads and kettles to exchange for gold and 
peltries brought bacilli in their packs and persons. New diseases, like 
new brooms, sweep clean. It is nothing but poetic justice that the 
Indians should now be unwittingly bringing back to us this infection 
their fathers as unwittingly got from ours. We owe them every help 
to stamp out this white man’s disease that has honeycombed their 
virile race. 

And an active interest in Indian tuberculosis is not only a matter 
of justice to them; it is an act of wisdom for ourselves as well. 
In the complex life of this new century, disease, or ignorance or dirt, 
or low living of any kind cannot be segregated. Indian reservations 
are communities within our own communities, and the Indians come 
and go as neighbours. The reservations are usually slum areas in 
rural life. What is in them easily leaks out. The intermixture that 
began three hundred years ago still goes on, and the weaknesses and 
strengths of Indian blood, for good or for ill, are found in many populous 
communities in all our provinces. Any disease that afflicts the Indians 
will continue to infiltrate the life of the country in general, as it has 
done these several generations past. 

*Presented at the 20th Annual Meeting, Canadian Public Health Association, Regina, 
June, 1931. 
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Tuberculosis is a challenge to civilization because it is a bi-product 
of some of the mistakes of civilization. It is related to almost every 
phase of environment. The tuberculosis death rate rose in the starved 
war-stricken countries of Europe—in Serbia to something like one in 
seventy of the population per year. Tuberculosis could very well be 
a measuring stick for civilization. Where general measures are back- 
ward, when intelligence is low, sanitation primitive, housing and house 
living of slum type, economic relations wrong; where poverty and 
unemployment are rife—there tuberculosis is still Captain of the men 
of Death. On the other hand, where the best side of civilization 
begins to prevail, tuberculosis begins to cease from troubling. Yet 
in an ordinary community of ordinary people at ordinary times in 
our own country, the special advantages in environment that have 
come to the professional classes as compared with the industrial classes 
—better houses, better foods, better homes, less fatigue—show in a 
tuberculosis death rate in professional classes one-half that of in- 
dustrial classes. Into every part of the fabric of our civilization 
the white thread of tuberculosis is interwoven. 

But it is not only the mistakes of civilization that tuberculosis 
challenges: it challenges its triumphs as well. What protects savage 
races from disease is their isolation. When that is broken, disease may 
rush in upon them like waters through a burst dam. A century ago 
rural communities in the most highly civilized countries were almost 
as isolated as central African tribes are today. When George Stephen- 
son’s railway turned the old world topsy-turvy and transformed placid 
stay-at-homes of the eighteenth century into moving, emigrating, 
visiting, sight-seeing people of the nineteenth, when in less than one 
hundred years industrialism drew three out of every five people of 
England from country to town, many old peaceful isolations were 
broken up, everybody began to catch everything, and there began a 
century of epidemics and a flare-up of tuberculosis that is still in its 
tapering-off stage. 

And the upset still goeson. What steam and the railway did to main 
populations in the last century, the motor car and the aeroplane are 
doing to scattered and remote populations in this. In the hinterlands 
of north-western Scotland, western Ireland, northern Norway and 
Sweden and in the broad acres of our own new North, the maps that 
show new routes of travel will serve almost as well, after a few years, 
as charts of advancing epidemic disease, especially tuberculosis. The 
triumphs of civilization inevitably break up isolations. Even the 
Arctic igloo has lost its primitive quiet and safety. As the circle of 
our neighbourhood widens, the old question ‘‘Who is my neighbour?” 
has new applications and implications; and the challenge to our civiliza- 
tion becomes ever more insistent that we bring of its best to these new 
neighbours, and that we shield them from its worst. 

We civilized people are not only breaking up sheltered areas of 
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isolation that protect from disease, but are also making new isolations 
to be broken up. We have worried about the worst homes and the 
worst brought-up children. We may have to begin to worry about the 
best homes and the best brought-up children. In the best-managed 
homes, in the best-managed communities, with active human tuber- 
culosis pretty well segregated and milk pasteurized, young people can 
grow up to early manhood and womanhood with scarcely enough 
tuberculosis contacts to give protection. To be safe in a world that 
is still tuberculous demands either isolation from bacilli—the protection 
of savage races—or an optimal tuberculization—the protection of 
civilized races. When young people have missed this optimal tuber- 
culization, when they do not react to tuberculin, they are really rather 
unsafe for the mixed associations of adult life and work. In a com- 
munity with fair protection against tuberculosis, if young people are 
fortunate, as they usually are, they gradually meet diluted infections 
sufficient to build up resistance and become ordinary individuals with 
ordinary protection against ordinary dangers of a ordinary community. 
But if they are unfortunate, and suddenly meet with gross infection 
before there has been time gradually to build up resistance, there 
may follow active disease of varying types according to the stage 
their resistance may have reached, and sometimes of the acute type 
found in young children heavily infected, or in unprotected primitive 
races. 

These considerations perhaps shed some light on a real and appa- 
rently increasing problem—the very disquieting incidence of tuber- 
culosis among well brought-up pupil.nurses in well-managed hospitals. 
The ‘‘antiseptic baby’’ we used to read about has grown up, finished 
school early, and decided to be a nurse. Before she has had time to 
develop the various ordinary resistances needed in a germ-ridden 
world, she has been plunged suddenly into intimate daily contacts with 
all sorts and conditions of sick people, many of whom have unrecognized, 
perhaps even unrecognizable backgrounds of tuberculosis. A patient 
under treatment definitely for tuberculosis, as in a sanatorium, is not 
a menace, because the whole technique of management is made to fit. 
But when one under treatment for a broken leg has an unrecognized 
‘“‘background”’ of chronic tuberculosis, and the technique is made to 
fit just the broken leg, and not the hidden tuberculosis, then there is 
danger, as the records of sick nurses in general hospitals show. 

In the Manitoba Sanatorium in five years sixty young nurses were - 
received for treatment, a number away beyond the proportion of young 
nurses in the community. Ina study of this sixty, after all allowances 
have been made, the essential element seemed to have been the exposure 
of unprepared young people to unrecognized and ‘“‘untagged”’ infections. 

It may be time, and I think it is, to add to the many wearisome 
tests and vaccines pupil nurses suffer, a carefully measured intra- 
cutaneous tuberculin test. Those who react promptly and well may 
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be considered as ordinary people, fairly prepared for meeting moderate 
infections. Those who do not react should be considered much more 
doubtfully, watched closely, examined and X-Ray plated periodically 
and have tuberculin tests repeated at intervals of six months. 

It is certainly time to reconsider the standards of General Hospital 
nursing. And it is time to insist upon a full top-to-toe examination of 
all patients admitted to hospitals. It is time also to consider that 
no routine examination is complete without at least a single X-Ray 
film of the chest. 

What are the lessons of all this for tuberculosis epidemiology? 
We should learn that under prevailing conditions the young pupil nurse 
in an average general hospital has a hazardous occupation; and also 
that what happens to the young nurse in the gathering place of disease 
which is a hospital, is just a test tube demonstration of what is going 
on in all communities all the time—the unprepared meeting with open 
infection, and new disease the result. 

A cynic might ask if we are not doing more harm than good by 
clearing up so many foci of infection that young people can grow up 
thus uninfected and unprepared. In the eighteenth century people 
were satisfied to get protection from small-pox by inoculation with the 
real disease only slightly under control; but an absolutely harmless 
vaccination is all that will satisfy the people of the twentieth century. 
We surely will not be satisfied to get our tuberculosis protection only 
by chance infections from uncontrolled and uncontrollable tuberculosis. 
The price is too high. An absolutely harmless vaccine for tuberculosis 
may be on its way to us from the gods. Some are hopeful about 
BCG; most are not. But we do need a protective tuberculosis 
vaccination for youths and maidens as much as for infants. 

In the meantime, every part of an intelligent anti-tuberculosis 
campaign should be pushed to logical conclusions. More diligently 
than ever, foci of disease in individuals and families must be searched 
out and made safe, by treatment or segregation or supervision. Like 
fog-shrouded icebergs, unknown spreaders of infection scatter wreckage 
in the travel lanes of life. Only when they are known and charted, 
as icebergs are in the North Atlantic travel ways, is the sea safe for 
human freightage. Here tuberculosis squarely challenges civilization’s 
new science of immunology. 


To Economics 


Tuberculosis is a challenge to economics as it is to health. Infectious 
diseases are personal afflictions and domestic disasters, but they are 
also economic mistakes and community losses. Premature deaths and 
enfeebled lives alike rob the state, for the greatest asset of the state 
is its citizens, and the value of that citizenry is directly proportionate 
to its intellectual, moral and physical vigour. Tuberculosis destroys, 
shortens, cripples lives, and does so chiefly at the period of their highest 
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uses and fruitions. Fifth among the causes of death in general, it is 
first between the ages of fifteen and forty-five. It throws widows and 
orphans as dependents upon the state, it blights careers and piles up 
huge bills for the care of the sick—the sick who can recover and those 
who cannot. Britain’s loss from tuberculosis, as stated by Lord 
Moynihan in the House of Lords, is one hundred lives and a quarter 
of a million pounds a day. Canada’s tuberculosis loss is twenty-two 
lives and one-third of a million dollars a day. 

In all the provinces of Canada the challenge of tuberculosis to the 
economic assets of community life and health is being taken up. 
In 1914 it justified to the legislature of Saskatchewan an investment 
of $25,000 in a small sanatorium; by 1931 three large sanatoria, a well- 
planned general campaign, and free treatment for all tuberculous 
citizens, rich and poor alike. 

Should we all forthwith follow the lead of Saskatchewan? The fact 
is that we are all following that lead, and perhaps are not so very far 
behind. In my own province, where the principle still holds of payment 
when possible by the patient himself but, failing that, payment from 
public funds, only three per cent of the patients treated last year at the 
Manitoba Sanatorium fully paid for treatment out of their own pockets, 
while five per cent paid in part. In the Manitoba Sanatorium and the 
King Edward Hospital together, only three and a half per cent of the 
days of treatment given were paid for by the individual or the family. 
If these data are parallelled in other provinces, individuals are evidently 
not buying much treatment for tuberculosis on their own account, even 
outside of Saskatchewan. And there is no doubt that the placing of 
the onus of payment upon the individual, even with the backing of 
liberal public assistance, keeps sanatorium doors less widely opened 
than are the doors in Saskatchewan. Every restriction removed brings 
more patients, and so makes both treatment and segregation more 
effective. Empty sanatorium beds—if there are any in Canada—do 
not necessarily mean that all the local sufferers from tuberculosis 
needing treatment or segregation are being freated or segregated, but 
much more likely means that the doors of these sanatoria are kept 
partly closed by some restricting terms of admission. 

Just how should tuberculosis be considered among the various 
diseases? Should it be in a class with anaemia or nephritis or cancer, 
to be hospitalized at a man’s own cost when he can afford it; or in a 
class with small-pox and diphtheria and scarlet fever, to be hospitalized 
by the community for the community’s safety? If all we could say 
to a man covered with the pustules of small-pox or bringing his child 
with the rash of scarlet fever or the heavy odour of diphtheria was, 
“Yes, we can isolate and treat you, but only for three dollars a day,”’ 
would these plagues be soon stayed? 

In most of our provinces, tuberculosis is considered to be between 
these two classes, the onus of treatment still on the individual, but with 
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extra liberal community backing. Saskatchewan believes that treat- 
ment and especially segregation are for the good of the community and, 
therefore, that the hindering barrier of individual cost should be 
entirely removed. In Norway the state pays for segregation, and 
builds small homes for that purpose, but leaves to voluntary agencies 
the treatment of the sick in sanatoria. It uses public funds primarily 
for public protection and only incidentally for individual cure. 

In Manitoba we have a levy on all municipalities outside the four 
cities for maintenance of sanatorium patients, which equalizes year by 
year the sums municipalities pay, and so guards against excessive 
amounts. It has thus an element of insurance init. But the greatest 
advantage of a fixed levy is the attitude toward tuberculosis it gives 
to municipal officials. If payment is made per patient per day, the 
fewer patients and the fewer days the better for the municipal treasury. 
But after a lump sum levy has been paid, the more patients sent, 
the more thoroughly the cure is applied, the more completely the 
various community burdens of tuberculosis are taken care of by the 
sanatorium, the more the municipality is getting for its money, and 
the better it is pleased. 

It seems to some of us that there may be an advantage in having 
a little of the onus of treatment still resting upon the individual, and in 
stopping just a little short of universal free treatment. But whatever 
the plan, obstacles that stand in the way of needed treatment and 
segregation must be removed if we are to follow the anti-tuberculosis 
campaign to a logical conclusion. The ignorance of. individuals and 
communities, and the close-fistedness, selfishness and shortsightedness 


of individuals and communities must be guarded against in all our 
planning. 


To Curative Medicine 


Tuberculosis is a challenge to curative medicine. In his Asclepion—- 
Temple of Health, or sanatorium—at Cos, Hippocrates took up the 
challenge manfully; but during the twenty centuries after his death 
there was little change, except for the worse. Even fifty years ago 
tuberculosis was largely a challenge to fate. Then we learned what 
Mother Nature can do by personal resistance, and rest and time— 
that miracle-working trinity—if we do not interfere with her too much. 
And more active modes of treatment have begun to work miracles also. 
With the guiding light of the X-Ray—a much greater boon than the 
stethoscope; with the various methods of collapsing diseased lungs— 
the greatest advance in tuberculosis treatment in twenty centuries; 
with natural and artificial light; with new and popularized knowledge 
of the laws of health; with better equipped sanatoria and more of them: 
disease, whether early or late, is actively fought from the drop of the 
hat. ‘Many brands are plucked from the burning; Dublin estimates 
6,000 lives saved a year in the sanatoria of the United States. 
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Yet the challenges of tuberculosis to curative medicine still remain. 
It is true that we patch up sick people much more skilfully than we did 
even twenty years ago, but it is pleasant to dream of some more 
fundamental and specific means of cure, some scientific elixir of life 
for the tuberculous. 

Another challenge of tuberculosis to curative medicine is the 
challenge of a disease that in season and out of season, in and out of 
epidemics, everywhere and always is a perpetual background to the 
actions and the tragedies of life. It obtrudes itself into the picture at 
most inopportune times and in most awkward ways. It lies latent, 
flares up, dies down, but always persists. It is the very picture of 
perseverance and pertinacity. A man who comes to the practice of 
medicine day by day without a constant awareness of tuberculosis or 
of syphilis is like a pilot who may know the shore lines but not the 
tides nor the gulf streams, nor the winds of the heavens. A universal 
infection, and a widespread, chronic, latent, persistent, erratic com- 
municable disease like tuberculosis is surely a daily challenge to all 
who would advise men, women, and children about sickness and health, 
for ‘The greatest trust between man and man is the trust of giving 
counsel”’ (Francis Bacon). 


To Preventive Medicine 


The greatest challenge of tuberculosis is to preventive medicine. 
Epidemic disease can be alleviated by treatment but can be controlled 
only by prevention. Like the good Samaritan, curative medicine pours 
the oil and wine of healing into the wounds of the man who fell among 
thieves. Preventive medicine gets out and polices the road from 
Jerusalem to Jericho. The man who can deal effectively with tuber- 
culosis is the militant type of practitioner who gets a description of the 
thieves even while he tends the wounds, then rides out forthwith to 
arrest them. Curative medicine and preventive medicine serve side 
by side in the anti-tuberculosis campaign, and the other companion in 
these soldiers three is one that might be called popular medicine. The 
handiest man for anti-tuberculosis work, and the best of all health 
officers can be the local general practitioner. But he must have the 
socio-medical senses of family foci and community foci of disease as 
well as the scientific sense of bodily foci. 

All epidemic diseases have their seed times and, after certain days 
or weeks, their harvests. The very confusing phenomenon of tuber- 
culosis is that, so far as outward appearance goes, its harvest may 
follow its seed time at any interval from a few weeks, perhaps even 
days, to two score or more years. Tuberculosis, like syphilis, is a 
disease of phases, with at least a primary, a secondary and a tertiary. 
In the primary phase of fresh infection it can show a chart, like other 
acute disease, of the familiar Rock of Gibraltar outline, though it is 
very seldom seen in that phase. But the outstanding epidemiological 
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fact about tuberculosis is that all its illnesses, all its disabilities and all 
its deaths at all its stages date back to some one time when one individ- 
ual spreader came in contact with one unprotected individual, and bad 
seed was sown in good soil. The outstanding task of preventive 
medicine is to find that spreader and prevent that spread; to keep evil 
seed out of the good soil. We must get after the causes as well as the 
effects. We must work in the seed plots as well as in the harvest fields. 
We must go out among people who do not know they need us and who 
have not sent for us. We must see them not only where we are but 
also where they are. We must consider families and not individuals as 
the foci. We must cross the Rubicon into enemy country. 

Sanatoria and city clinics have been, and are, the chief centres of 
effort. But the wide spaces of Canada need also more mobile units, 
such as travelling clinics, which are beginning to show their unusual 
effectiveness. The nine provinces have several models of travelling 
clinics. There is no need for uniformity, but general principles can 
well be discussed. 

The first principle is that these clinics shall help the local doctor 
with the examination of his patients, shall report to him, keep in touch 
with him, and be his consultants. 

A second principle follows, I think, naturally. If this is a consulta- 
tion the very best we have should be brought into it. It is difficult 
with our best facilities to mark out border lines all the time. We know 
very well that no tuberculosis border line can be anything like surely 
run without good X-Ray plates. Therefore X-Ray plates, and good 
ones, are indispensable to a travelling clinic. It may be argued that 
the clinic doctor should stand absolutely beside the local doctor, armed 
like himself with single stethoscope. But what the patient needs, 
what the doctor wants and what the cause demands is as clear cut a 
decision as science can give. It is not a matter of chivalry, but of 
efficiency. 

We must, of course, have a good personnel. My own strong 
preference is for using the personnel of sanatorium medical staffs. 
It is good for these men to see where patients come from, and why they 
come. They are trained in diagnosis. They can stand for a time 
a dash that could not be kept up month by month. And the possible 
staleness and unbalance of work in diagnosis only is avoided. It will 
do the man on the road as much good to come in as it will do the man 
in the sanatorium to get out. And the sanatorium is kept in touch 
with its field. It is a natural base—I think the natural base—for 
diagnostic work. The clinics should be most closely co-ordinated with 
all public health services, especially with public health nursing. 

Another principle is that, if at all possible, the whole territory 
should be covered at least once a year. It is astonishing how far 
people can and will come to a travelling clinic if they are encouraged 
to do so. In Manitoba the area covered by a single clinic has an 
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average radius of about thirty to forty miles. Twenty such clinics 
supplemented by permanent city and sanatorium spheres of influence 
cover the best settled parts of the province pretty effectively once 
a year. 

Tuberculosis certainly challenges preventive medicine. Somewhere 
in the South ricketty old wooden houses were torn down and moved 
along a road, shedding nails all the way. Then began a epidemic 
of punctured tires, with much profanity from drivers, and a harvest 
for garage men. Finally a big magnet was fixed up and hauled along 
the road. Two or three hundred pounds of potential punctures were 
gathered up; the epidemic subsided and the profanity ceased. Pre- 
vention is better than patching. 


To the Health of Children 


Tuberculosis is a challenge to the life, the health, the happiness and thé 
future of children. For years we have been trying to understand 
tuberculosis in children, judging it by the same standards as in adults, 
and of course missing the essentials. We have been hunting for early 
cases among adults. Now we are finding the true early cases, the 
primary lesions, where we should always have looked for them—among 
children who have lived in family groups with persons acutely or 
chronically diseased. With the better understanding of these early 
lesions and their ways, and especially of the records they leave in 
X-Ray plates, an understanding which we owe to such men as Mc- 
Phedran, we can reach conclusions in children almost as clearly as 
in adults. 

Here, then, are some of the challenges of tuberculosis—a challenge 
to our whole civilization, a challenge to our community sense of profit 
and loss, a challenge to the sciences and arts of the cure of disease and, 
above all, a challenge to the newer sciences and arts of the prevention 
of disease. And all these challenges focus especially upon the children. 
They are the heirs of the evil of the ages as well as of all the good. 
We have done great things in the past half century but much more 
waits to be done. That was a half century of cure. The next is a 
half century of prevention. The challenges are down. Shall we take 
them up? 





The Mental Hygiene of the Critical 
Epochs of Life’ 


C. A. BARAGAR, M.D. 


Commissioner of Mental Health, Alverta 


F one considers the admission rate for each decade of life as com- 
I pared with the total number of population in each such decade, 

there will be found to be a fairly steady increase in the incidence 
of mental breakdown from youth to old age and there would seem to 
be no definite critical period. If, however, one considers the age 
period during which the various forms of psychosis occur, then it will 
be found that certain of these, dementia praecox and the melancholias, 
do tend to occur during certain periods of life, and this gives us a clue 
to what may be called the critical periods of life. Everyday experience 
also lends support to this view of the presence of critical periods. 
What are these periods, and in what way do they constitute crises from 
the standpoint of mental balance or adjustment in the life of the 
individual? 

There are two outstanding periods which at once strike us as being 
critical: adolescence and the involutional period, but so far as the 
incidence of the psychoses are concerned, the senium must also be 
regarded as a critical period, though because there is little we can 
do about it, that period will receive no further consideration. 

While adolescence is a critical period, the next decade, from 20 to 30, 
is also critical in somewhat the same manner. Similarly, the 10 or 15 
year period following the involutional period is important, as it con- 
stitutes a continuation of the period. 

From the standpoint of prevention, infancy is perhaps the most 
critical of all, but as no psychoses and no breakdowns occur at this 
time, it is not here included as one of the critical periods. : 


Adolescence 


During adolescence what special changes take place? First, there 
is the rapid or even sudden awakening with great force of those emotions 
and energies bound up with the sex instinct. Simultaneously there 
come into full play repressive forces and inhibitions related to the sex 
emotions. Not only have these repressions, now rapidly maturing, 
been growing under the strong influence of parent and herd, but it is 
probable that they are deeply woven into our racial natures, and not, 
as some philosophers would have us believe, merely the product of 
modern civilization or even the Victorian age. That both emotions 
and controlling forces are of great power and far reaching influence 
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cannot be denied. Hence conflicts of a serious character are bound 
to arise. 


Of less spectacular character, of slower growth and less urgent 
nature, but often of great influence is the development during this 
period of the desire for self expression, using the term in its best sense, 
or ‘‘the will to power,’ as shown by the personal ambitions of the 
individual for power, money, influence, distinction, etc. This emotion 
would seem more direct and more definite in the youth than in the 
maiden, though often the high school girl proves to be more ambitious 
than her brother and occasionally one finds young women of exceptional 
ambition. This instinct and the sex instinct in a woman are more or 
less opposed. Full expression of both is difficult of attainment and 
hence in general it is fortunate that in the late adolescent years and 
the early twenties the sex instinct, in its broadest sense, becomes 
dominant. 


One other important change in the individual’s life takes place 
during the adolescent period, a change bound up with the two preceding 
phenomena and yet different in effect. It is the anticipation or the 
acceptance on the part of the individual of the transition from depen- 
dency to independence, from a sheltered environment to active adjust- 
ment in an outside and not altogether sympathetic world. While it is 
true that certain personalities meet this change with relative ease and 
even with exhilarant joy, many, especially those by nature shy, sensitive 
and timid, make the change with difficulty or even shrink from it. 
These individuals may constitute problems in adjustment. While 
desire and ambition drive onward, the anticipation of responsibility 
may retard progress and give rise to conflicts, and, at times, a psychosis. 

These various phenomena are closely related, for unless an individual 
makes a satisfactory transition from dependence to independence, his 
sex instinct and his will to power are likely to receive little opportunity 
for satisfactory expression. 


The Mental Hygiene of Adolescence 


As has already been suggested, the most fruitful stage for mental 
hygiene activities is infancy and childhood; in fact one might say that 
a beginning should be made with the grandparents at least. The best 
guarantees of good future mental health are parents of good stock 
possessing an intelligent and conscientious view of their duties and 
privileges and assisted, where needed and in so far as needed, by parent 
education, child guidance clinics, school clinics, etc.; but these are 
somewhat outside our field. 

The promotion and preservation of mental health should be part 
of the programme in the preparation of every youth and maiden for 
life, as in the case of physical health. Often, however, where the 
individual is quite normal, procedures should be indirect rather than 
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direct. It is no more desirable that normal boys or girls should be 
forever thinking of their mental health than of their physical health. 

It is to be hoped that some information with regard to sex has been 
imparted to the individual in a simple, quiet and serious manner without 
undue stress or detail, by the parents or some trusted friend during 
childhood. But I am strongly opposed to the present day tendency 
one finds in some quarters to force upon the child or youth the facts 
of sex by public lectures, moving pictures, etc. Such procedures may 
be of some help to parents, but should be reserved for them. It is, 
I believe, possible precociously to awaken in a highly undesirable way, 
strong sex interest by thus stressing the subject. Many parents have 
doubtless emphasized this subject to their children without ill effect 
but, curiously enough, the only such instance that has come to my 
attention turned out badly. These parents had two sons. They took 
a very serious view of their duties and, impressed by modern trends, 
had deliberately and more or less fully instructed these two boys in 
the matter of sex. Both, one at 16 and the other at 18 or 19, broke 
down with dementia praecox. The younger, possessing rather a fine 
open personality, except for his precocity and artificiality, rapidly 
recovered after admission to a mental hospital. The elder developed 
a very unfavourable type of reaction. One swallow does not make 
summer, but this case left rather a strong impression on me. 

What is more important than aggressive sex education, is the avoid- 
ance of all suggestion of shame or disgust in association with the idea 
of normal and natural sex impressions. It is a serious subject linked 
up with strong emotional forces in the individual, and should be dealt 
with simply and honestly and only as the situation demands. 

Girls should, of course, be adequately prepared for the onset of 
menstruation. There should be no shock or alarm about it. It is 
important that it should be accepted as a perfectly natural physiological 
event requiring only some slight modifications of the individual’s 
activities but without the association of ideas of invalidism. 

The mother of one girl warned me that “‘Jean’”’ had had a very bad 
time at each period, that she must have had a severe chill the first 
time her menses appeared, that she has always had a great deal of pain 
since and had always to remain in bed at least one day. Now asa 
matter of fact, Jean had very little discomfort but found it a very 
convenient way of spending an idle day occasionally. When away 
from home she did not let this event interfere too much with her fun, 
though it always interfered with her work. Jean was systematically 
‘“‘putting it over’’ her mother. This is not, however, the serious part 
of it. The time will come when Jean will honestly believe she is an 
invalid at this time, and this attitude may prove the way, by suggestion, 
conscious or unconscious, for Jean to secure through invalidism an 
escape from unpleasant or irksome situations that she should face. 
A situation such as the above is probably more likely to lead to a 
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psychoneurosis than to a psychosis, while the association of shame or 
evil with sex is perhaps more likely to lead to a psychosis. 

In the late ‘teens girls should be given an opportunity to learn 
the facts of maturity and of their responsibilities and privileges, in 
motherhood. They should be taught to look forward to it as a physio- 
logical process compatible with the best of health, an experience 
associated with joy and happiness, and opportunity, but never with 
fear or invalidism. Once again the element of morbid expectancy may 
be a factor in a breakdown, as occurred in a case of which I have 
knowledge at present. The patient’s mother had died following child- 
birth. The patient herself was in the thirties, friends had advised her 
of her risks and she approached her own labour with the fear that she 
would not survive. Five days afterwards she broke down mentally. 

While I am firmly of the opinion that all sense of shame or disgust 
should be dissociated from the thought of natural sex expression, | am 
old fashioned enough to believe that, not only in the best interest of the 
race but also for the mental, physical and, if you like, the spiritual 
(using the term in a non-religious sense) welfare of the individual, 
repression, reasonable repression and healthy sublimation are essential 
with respect to this instinct. 

I am also old fashioned enough to believe that the highest mental 
and spiritual happiness is to be attained by a high respect for woman- 
hood and by the effort on the part of women to be worthy of that 
respect, and of men to be worthy of the women they marry. We shall 
not have more mental happiness or health, but rather less, by the all 
too evident present trend in the direction of free and selfish sex ex- 
pression, or ‘‘self expression,’’ as some call it. 

With regard to the second change of adolescence, the development 
of the “‘will to power’ or desire for self expression (I should almost like 
to use the term “ego expression’’ to escape the popular connotation of 
the other term), this is to be encouraged and guided, but intelligent 
guidance is needed, for in not a few cases of breakdown can one find 
ambition outstripping ability, giving rise to conflicts or disappointments 
that the individual has been unable to cope with. 

While the desire to attain success and dependence is to be instilled 
and encouraged in every young person, and with it the acceptance of 
the necessity of attaining success by steady and consistent effort, by 
singleness of purpose and by the sacrifice of non-essentials that might 
interfere with its attainment, it is important that the youth should 
have the right conception of success. Success, measured only in terms 
of dollars and cents, material goods, in power or in distinction, may 
contribute to a disappointment which may prove an etiological factor 
in a mental breakdown. On the other hand, success measured chiefly 
in quality of work, in love of work, in respect for one’s work and in 
excellence of one’s friends is hardly consistent with failure. This is, 
perhaps, more important for the young man or woman of ordinary or 
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limited ability than for the one of exceptional ability whose chance of 
success in the attainment of distinction, for example, is more probable. 
Inordinate or unwise ambition for one of limited ability is not without 
its dangers. 

The selection by the individual of an occupation in which he can 
succeed is tremendously important. Those experienced in the care of 
mental defectives emphasize this fact and speak of the great change in 
individuals who, having met only failure, discover that they can make 
a success of something. This applies, especially, not only to mental 
defectives but also to individuals of unstable personality. Fortunately 
most normal people willingly choose occupations in which they have 
found they can succeed, but some, and especially the abnormal, need 
guidance in this respect. 

Each adolescent should be encouraged or taught to look forward to 
the time when he will taste the pleasure of independence. In prepara- 
tion for this he should be given increasing responsibilities in play life, 
in school life, in work and socially. Money that he earns, he should 
be encouraged to spend wisely or save wisely. He should be given 
opportunities to meet men and women seriously in a business way. 
His powers of organization should be trained. Above all, it should be 
made certain that he has become practised in team or group activities, 
especially those of an outdoor character. It would be far better for 
a high school to have the reputation of having every student actively 
placed in some team than to have the reputation of having one un- 
defeated team of specialists. Specialization is all right in its place, 
but too much attention to specialists in a high school is undesirable. 
Attainment of reasonable self-reliance, self-confidence and independence 
is the right and should be the goal of every young man and young 
woman. 

This is true for the normal youth, but it is especially true for the 
over-sensitive, the over-shy and the diffident individual, and for the 
psychopathic or unstable individuals who constitute problems in mental 
hygiene. Only more care and more patience are required in the un- 
folding of the personality; otherwise harm may be done. Sensitive, 
diffident and retiring individuals have, by training, been made strong 
self-reliant leaders. Similarly it should be possible, in many cases at 
least, to deal with problem personalities in a satisfactory way. 


The Mental Hygiene of Early Maturity 


If the personality has not unfolded properly during the adolescent 
period, there is less opportunity of moulding it after maturity. Still, 
in the case of abnormal personalities, re-education along the same lines 
should be undertaken. 

There are, however, the crises associated with pregnancy, parturition 
and lactation that require a further word. That these, from a mental 
health point of view, are critical periods is amply borne out by the 
fact that in some countries, notably Great Britain, certain psychoses 
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are classified as the insanities of pregnancy, puerperium and lactation. 

As has already been stated, the possession of a right attitude toward 
these physiological events is important. Attention to the general 
health of the mother, ante-natal care with the right mental outlook, 
adequate care during labour and the puerperium are all important 
points. In addition, a happy domestic adjustment is essential. The 
physician and the nurse who have a psychiatric or mental hygiene 
point of view are likely to be able to guide with benefit in these cases. 
A healthy body, a healthy mind free from apprehension, and a happy 
home are the main factors here in the preservation of mental health. 


Mental Hygiene of the Involutional Period 


In asurvey of those cases admitted to The Brandon Mental Hospital 
over a ten year period, it was found that 27.9 per cent were in the 
involutional period (40-55) almost equally divided between men and 
women. Of this group, 24.1 per cent were depressions, but here there 
is a great difference between men and women. Of the women, 32.8 
per cent were suffering from a depression, while only 15.7 per cent of 
the men were so suffering. While depressions, particularly the form 
known as “‘involutional depression,”’ are regarded as characteristic of 


the involutional period, it is to be remembered that other forms of 
psychoses occur, especially schizophrenia (27.2 per cent of the men 
and 30 per cent of the women) and paranoid states (7.4 per cent of the 
men and 4.8 per cent of the women). Now schizophrenia usually 


occurs in the decade following adolescence, but for some reason these 
individuals had succeeded in weathering the storm until the next 
critical period. In other words, the involutional period is one of stress 
for both men and women though, to some extent, in different ways. 

During this period certain biological changes occur of which the 
most dramatic is the menopause in women. Regressive changes 
probably commence to take place in both sexes, accompanied often by 
signs of endocrine unbalance. These are more marked in women and 
perhaps account for the greater incidence of depressions among them, 
but it is possible that the most important change that occurs at this 
time is a psychological one. It is the recognition, conscious or un- 
conscious, on the part of the individual that his view of life must be 
revamped. Either many of the ambitions, hopes and desires of earlier 
years must be cast overboard as impossible of realization, or their 
realization has proved a disappointment. Financial and domestic 
troubles added to the sense of disappointment and failure may act as 
precipitating factors. But deaths, financial losses, disappointment in 
children, domestic disharmony, ill health, described so often as the 
cause, are but the last straw. 

The mental hygiene of the involutional period is difficult. The 
individual’s habits of life are fixed. Re-education is almost impossible. 
If he has been unduly preoccupied with one interest, the development 
of collateral interests and hobbies is not easy, and yet the possession 
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of such interests, the habit of the cultivation of friends for friendship’s 
sake, are the saving graces of this period. 

I am reminded of the case of a very successful business man, the 
district manager of an insurance company. His whole life was bound 
up with that one interest. If he took a brief holiday he used it as an 
opportunity, free from office routine, to plan fresh work. If he went 
for a summer evening’s motor drive, his interests were confined to 
computing the amount of business a good salesman could drum up in 
the district he happened to be passing through. At 48 or 50 he began 
to slip into an agitated depression and voluntarily applied for treat- 
ment, but without avail. There seemed nothing one could build on. 
He finally took his own life. 

After forty one is advised to reduce the consumption of protein. 
Similarly, one may say that, after forty, one should deliberately reduce 
the strenuousness of work and should deliberately cultivate outside 
interests, hobbies, and friends. The man who has enjoyable friends, 
who can become lost in his garden or on the golf links carries much 
of his salvation with him. For a woman, the cultivation of good 
friends, the indulgence in a limited social life and the participation in 
an outdoor activity, once again garden or golf, is desirable. When 
she has children or grandchildren she has a steady interest, unless 
perchance they prove adisappointment. The daily routine of her own 
life should be softened. 

But here again, as Riddoch, I think, has pointed out, the presence 
of a morbid expectancy may be an element in the causation of the 
abnormal phenomena in women. Everything that happens during 
this period is blamed on ‘‘the change of life.” Women are warned 
that it is likely to be a difficult time for them, whereas they should be 
encouraged to look forward to it merely as another physiological change 
when they will escape the monthly inconvenience of menstruation. and 
pass into the calm and peaceful period of late middle life, with more 
opportunity to enjoy family and friends and to develop general interests. 

Attention to bodily health for both men and women is, of course, 
important. 


Conclusion 


In conclusion one must admit that we, at present, know too little 
of the unfolding of the personality and that our knowledge of the 
relationship between personality reactions in early life and later mental 
breakdowns is too meagre for us to lay down absolutely dependable 
rules of procedure with respect to the mental hygiene of any period. 
We are still more or less in the dark. But the research that is being 
carried on with the pre-school child and with the school child is of 
great value, and will prove of further value when the information 
gained can be related to the later social adjustment of those individuals. 
With the information thus acquired we should be able better to guide 
the footsteps of those that falter along the path of life. 
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HE fact is already established that an extracellular toxin may be pro- 
duced by certain strains of staphylococci. The leucocidic and haemo- 
lytic effects of staphylococcal filtrates, and their lethal effect when 

injected intravenously in rabbits, were described many years ago by Denys 
and Havet', Neisser and Wechsberg?, and Kraus and Pribram', respectively. 

In more recent years, Nicolle and Cesari‘, Julia Parker’, Gross®, and others, 
have described a skin-necrotizing property of certain staphylococcal filtrates 
in rabbits, which is usually found associated with the before-mentioned 
properties. Also Dack’, Jordan*, and Hall® have presented evidence that 
sterile filtrates of either white or yellow staphylococci can cause symptoms 
of acute gastro-enteritis when ingested by human volunteers. 

This communication records the observations of haemolytic, dermo- 
necrotic, and acute killing effects of staphylococcal toxin on various animals; 
and its power to act as antigen, so that active and passive immunity to each 
and all of these three effects becomes demonstrable. 


MODE OF PREPARATION 


In the preliminary work the following methods were used: 

The 20-24 hour growth on plain agar slopes was washed off with normal 
OD centrifuged and the supernatant tested for haemolysis (Oppenheimer 
1911). 

Growth from the surface of agar plates was ground with fine sand and 
extracted with saline (Walbum 1909). 

The growth was removed from 1 per cent agar plates and the agar then 
macerated in saline for 4% hour, when the fluid was drained off and tested for 
haemolysis (Burnet, 1929). 

Walbum’s” buffered broth medium, with and without modifications, was 
also used; as was the method described by Burnet", who obtained toxin by 
using 0.8 per cent agar at pH 7.6, incubating the cultures for 24 hours in an 
atmosphere of 20 per cent carbon dioxide and 80 per cent oxygen. The latter 
method yielded the most promising results and formed the basis for our present 
procedure, which is as follows: 

Beef infusion broth with 1 per cent peptone (P. D.& Co.) adjusted to pH 7.2 
is prepared, and sterilized by filtration rather than by heat. This is heated 
to 40° C. and melted nutrient agar, having the same broth as basis, is added 
to give 0.3 per cent agar concentration. The mixture is transferred to Petri 
dishes or flasks. When cool it is of semi-solid consistency. 

The surface is inoculated with a young broth culture of the staphylococcus. 
After incubation for 36-42 hours in an atmosphere of oxygen containing 15- 
25 per cent carbon dioxide, a luxuriant growth is evident in the syneretic 
fluids, with lesser growth on, and to some extent beneath, the surface of the 
subjacent agar. An odour, different from that usually associated with staphy- 
lococcal cultures is evident. The whole culture, fluids and semi-solid agar, is 
squeezed through cheesecloth and then filtered through filter paper. The 
cream coloured suspension of staphylococci is centrifuged at high speed. 
When the supernatant is clear, it is decanted into pyrex flasks. The pH, 
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usually 7.8-8.2, is adjusted to 6.6-6.8 to prevent rapid deterioration. One 
per cent merthiolate* is added to yield a concentration of 1:8000, which 
generally suffices on standing overnight in the refrigerator to sterilize the 
solution. A volume of toxin equal to 90 per cent of the original broth is thus 
obtained without any diminution of toxicity occasioned by Seitz or Berkefeld 
filtration. 

The staphylococcus which has been chiefly used in this work is an aureus 
strain, which on 5 per cent sheep blood agar produces only a narrow zone of 
complete haemolysis. The degree or type of haemolysis produced on sheep 
blood agar bears no apparent relationship to the toxigenic power of the culture. 
Further, we agree with Stevens and Carp” in finding no close relationship 
between the clinical severity of a staphylococcal infection, and the ability of 
the responsible micro-organism to form toxin. 


STAPHYLOCOCCUS HAEMOLYSIN 


Simple in vitro methods of assessing the toxin have been described by 
Burnet", Parker“, Gross, and others. These methods are similar in prin- 
ciple, and involve finding the limiting dilution of toxin which will produce an 
arbitrary degree of haemolysis, when incubated for a certain time at 37° C. 
with a 1 per cent suspension, in isotonic saline, of washed rabbit erythrocytes. 
We have used Wright’s plasticene rack, capillary pipette, and paraffined slide 
technique. The toxin prepared is such that 50 c. mms. of a 1:800 dilution 
will usually completely haemolyse 450 c. mms. of a 1 per cent suspension of 
twice-washed rabbit corpuscles, within 1 hour’s incubation in the water bath 
at 37° C. This may conveniently be called a titre of 8000 haemolytic units 
per cc. 

Rabbit corpuscles should be used instead of corpuscles from other species 
of laboratory animals for two reasons; first, they are more susceptible to 
staphylolysin, and secondly, the lytic titre obtained by using them corresponds 
with the im vivo toxicity. Toxin 24, for instance, showed the following haemo- 
lytic titres when tested against the respective corpuscles, rabbit—8000, sheep— 
1600, cow—200, guinea pig—40, human—20, cat—10, horse—10. Table | 


TABLE I 


COMPARISON OF SHEEP AND RABBIT CORPUSCLES FOR DETERMINING HAEMOLYTIC TITRE 
; ‘a — 
Haemolytic units | Haemolytic units 





Culture Type | Haemolysis on | of toxin: 1% of toxin: 1% 
designation | 5% sheep blood | sheep corpuscles | rabbit corpuscles 
agar 
ae ad teats ge omnes eee Sicncactcte gee ics’ ph eile ae 
Sully aureus ++ 100 2,000 
S. aib albus 0 | 40-80 20 
HR aureus + 20 800 
HR, cream trace <10 200 
HR. aureus ++++ 1,600 800 
HRs; aureus ae 10 400 
W.H.M. aureus oh 20 200 
Ware albus ao 10-20 10 
Wars albus +4 -- 80-160 <10 
Wars albus 0 10 <10 










shows a comparison of filtrates from several strains tested against. sheep and 
rabbit corpuscles. The lack of agreement is striking. The unreliability of 
titres obtained by using sheep corpuscles is shown by 2 strains of staphylo- 
*Eli Lilly & Co. 
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coccus albus, War,and War;in Table I, which though producing haemolysis 
in a 1 per cent sheep corpuscle suspension showed no dermo-necrotic property 
when injected undiluted intradermally in rabbits. 


HAEMAGGLUTINATION BY STAPHYLOCOCCUS TOXIN 


We have noticed that haemagglutinins against rabbit corpuscles, as well as 
haemolysins, are usually present in staphylococcus toxin. Haemagglutination 
often appears early in those corpuscle suspensions which, after longer incuba- 
tion at 37° C. show haemolysis; and agglutination occurs in tubes containing 
dilutions of toxin far too high to produce lysis. 

These two phenomena are probably due to distinct substances, of which 
the haemagglutinin deteriorates more rapidly. 


THE DERMO-NECROTIC POWER OF STAPHYLOCOCCUS TOXIN 


For estimating the dermo-necrotic power of staphylococcus toxin, closely- 
clipped rabbits of about 2 kgs. weight, with non-pigmented skins, are used. 
Amounts of 0.1 cc. of serial saline dilutions of the toxin are injected intra- 
dermally. Control injections of both saline and broth are given. If weak 
toxins are under test, 36 or more injections may be made on one rabbit. But 
it is not advisable to exceed a 1:10 dilution of a strongly haemolytic toxin, as 
very extensive necrotic patches will then develop, and overinjected rabbits 
occasionally die within the first 2 days of injection. Staphylococcus toxin 
gives increasingly severe and extensive reactions, if increasing concentrations 
of the same sample of toxin be injected. The cycle of visible changes occurring 
in the skin of rabbits after intradermal injection of staphylococcus toxin has 
been clearly described by Parker’®*. But no mention is made of an observation 
which we have noted, that multiple intradermal injections in rabbits made at 
one time, often provoke an early immunity response sufficient to cause retro- 
gression of the skin reactions due to higher toxin dilutions which, on the second 
or third day, had appeared to be developing central necrosis. In assessing 
the dermo-necrotic titre of a toxin it is therefore important to choose a standard 
time for reading the reactions. We assess this titre as the inverse of that 
dilution of toxin, of which 0.1 cc. when injected intradermally into a rabbit's 
skin, will give, on the second or third day, an oedematous, white or yellowish 
patch, not less than 0.5 cm. in diameter, surrounded by a definite rim of 
erythema. According to this standard, toxins with a dermo-necrotic titre of 
6400 units per cc. are obtainable. If the time of reading be delayed till either 
definite necrosis or scab formation has occurred, over a patch 0.5 cm. in 
diameter, the titre obtained may be much lower, the extent of this fall varying 
in different rabbits. 


TABLE II 
EFFECT oF HEAT ON HAEMOLYTIC TITRE AND DERMO-NECROTIC TITRE 


Haemolytic titre Dermo-necrotic titre 


Unbeated team... .. 6.0.0.6. ccs ie es a aoe 1,600 


Heated 60° C. for 1 win. : 


Heated 60° C. for 2 min... 





Heated 60° C. for 3 min.. ES 





Heated 60° C. for 5 min... 
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The heat-lability of the dermo-necrotic property is marked, and closely corre- 
sponds to that of the haemolytic property. (Cf. Table II).* 


Nevertheless, only an approximate parallelism is found between the initial 
haemolytic and dermo-necrotic titres of different samples of toxin. 






























ACUTE KILLING PROPERTIES OF STAPHYLOCOCCUS TOXIN 


Mice. If 0.1 cc. of a fairly strong toxin (e.g., containing 1000 haemolytic 
units per 1 cc.) be injected into the tail vein of a normal white mouse, the 
mouse will as a rule die between 5 and 20 hours. It is common for one or both 
of its hind-legs to become paralysed very soon after the injection: the dead 
mice are always found with spastic, extended hind-legs. 


Guinea-pigs. 0.2 to 0.5 cc. of a similar toxin injected into the heart of a 
normal guinea-pig will usually cause death within 5 hours, sometimes within 
a few minutes. Large guinea-pigs (500-900 gms. weight) are relatively more 
susceptible than those of about 250 gms. weight. An animal after receiving 
toxin by intracardiac injection will almost immediately become apathetic. It 
moves with difficulty, its rear legs may be palsied, its heart-beat and respira- 
tory rate increases, its belly may swell, urine and faeces are expelled; after a 
variable interval death may come suddenly, at the end of a series of violent 
convulsions; or the animal may lie paralysed on its side and sink gradually 
into a moribund state. 

Rabbits. Toxin of 8000 haemolytic units per cc. in doses of 0.1 cc. per kg. 
kills within 1 hour a rabbit of about 2 kg. weight, if injected into its ear vein. 
If larger doses be given (e.g., 0.4 cc. per kg.) the rabbit will almost certainly 
die within 5 minutes. An injected rabbit, if it does not after a short interval 
have violent and quickly fatal convuslsions, becomes restless, breathes rapidly, 
passes urine and faeces, gradually loses its ability to stand, and dies usually 
in convulsions. 


Horse. A horse weighing 1300 Ibs., aged but sound, received into its 
jugular vein about 450 cc. of staphylococcus toxin of 1500 haemolytic units 
per cc. The animal became restive and looked ill, when 100 cc. still remained 
to be injected. Profuse sweating very shortly after the injection; the belly 
became swollen; intestinal spasms occurred at short intervals, followed by 
the passage of blood-stained motions; and weakness of the hind-legs was early 
in evidence. Death occurred in 100 minutes. : 


Cats. 1 cc. of a strong toxin injected into the femoral vein killed a 3 kg. 
cat within a few minutes. 


The rapidity and mode of death following intravenous injection of staphylo- 
coccus toxin into animals, raised doubts as to whether some poison of the 
nature of an amine might not be responsible for the lethal, if not also for the 
other properties, of the toxin. It was suggested that histamine might be 
present in poisonous amounts. Histaminef has been shown to be present in 
the toxins in amount strictly comparable to that present in the original 
nutrient broth. Such amounts of histamine could not possibly be responsible 
for any of the characteristic features of the toxin. Moreover, if the histamine 
content of the toxin be destroyed by incubating it with histaminase, the 
original properties of the toxin remain unimpaired. 



















*Heating the toxin to 60° C. for 1 minute causes no obvious diminution in its killing effect 
when injected intravenously into rabbits or guinea-pigs. But after 5 mins. heating to 60° C. this 
effect appears also to be lost. 


{These determinations were kindly made by Dr. E. W. McHenry, Department of Physiological 
Hygiene. 
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STAPHYLOCOCCUS TOXIN AS ANTIGEN 


Staphylococcus toxin is antigenic to a high degree, and produces specific 
antibody responses against each and every measurable property of all similarly- 
prepared staphylococcus toxins. Whereas Erlsbacher and Saxl!’ failed to 
produce antitoxin in rabbits after a three weeks’ course of subcutaneous 


Ficure I? Plate “A.” Serum of normal “iGure II. Plate “B.” Serum of im- 
rabbit (2 anti-haemolytic units). munized rabbits (25 anti-haemolytic 
units ). 


Figures I, II and III, showing 
the inhibition of haemolysis by 
anti-haemolytic sera. 


Nutrient agar plates containing 0.5 
cc. washed corpuscles, normal rabbit, 
plus 0.5 cc. of separate rabbit sera, 
were used. 

The plates were simultaneously im- 
planted with a _ series of different 
staphylococcus cultures (most of 
which were haemolytic on sheep blood 
plates) and incubated for 20 hours at 
37°C. The cultures correspond on each 
plate, if read in either direction from 
the non-haemolytic albus culture 
marked X. The centre culture is No. 
24, our best toxin-producing strain. 


Ficure IIT. Plate “C.” Serum of more 
highly immunized rabbit (100 anti- 
haemolytic units). 
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DERMO-NECROSIS PRODUCED IN RABBIT BY STAPHYLOTOXIN 


Figure IV. 


Figure V. 


The figures show the following characteristics of staphylotoxin :— 

3 
II. 
IIL. 


Increasing dermo-necrosis produced by increasing concentrations of toxin. 
Neutralization of dermo-necrosis by simultaneous injection of immune rabbit's serum. 


Passive immunity to dermo-necrosis by previous local injection of immune rabbit's 
serum. 


IV. Heat lability of dermo-necrotic factor. 


V. Failure of staphylotoxoid to cause dermo-necrosis. 


(For interpretation of figures, see table opposite.) 





PROPERTIES OF STAPHYLOCOCCUS TOXIN 


FIGURES IV AND V. Rabbit L, 5 days after receiving intradermal injections as detailed below. 


rITRATION OF TOXIN (DERMO-NECROSIS 
Square No. 1 0.1 ce. 1/20 toxin 24 
1/40 
1 
1 
1 hairy mole: no reaction) 


1 


NEUTRALIZATION BY SERUM (RABBIT) 
7 O.lce. 1/25 +O0.1 cc. 1 
8 -" 1 
9 ™ 1 
1 


» Injected together immediately 
mixing 


Si, Se, and S3 are samples of the same rabbit sera as were used in plates A, B, and C respectiv 
Il, III). 


St is from rabbit L. 


PASSIVE IMMUNITY 


18 a 2. Ss + '>hrs. later) 0.1 ce. 1/20 toxin 24 into same square 


broth. 


1/20 toxin 24. 


TOXIN 
1/5 : h “( ~. for 1 min.) 


10 


*. for 2 mins. 


tor 3 mins.) 


1 heated 60° C. for 5 mins.) 
1 ; heated 60° C. for 10 mins. 
toxoid .24—hairy mole: no reaction. 
saline 


broth 
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injections, and found no evidence of pathogenicity in the toxin when given 
by this route, we have found no difficulty in obtaining a measurable antibody 
content in the serum of rabbits within 7-10 days of a single subcutaneous 
injection of 0.25 cc. of the toxin. Moreover, next day, a lump will be palpable 
at the site of injection. This increases to a large, oedematous swelling, which 
later undergoes necrosis, leaving an open sore. 

A high titre of anti-haemolytic and anti-dermonecrotic* substance can be 
obtained in the serum of rabbits by suitable doses of toxin given subcutane- 
ously, intraveneously, or intradermally. 

If sufficient formalin be added to a specimen of toxin to yield a concen- 
tration of 0.3 per cent formalin, after 10 days incubation at 37° C., an in- 
nocuous, but still antigenic, toxoid will-be obtained. 

The serum of immunized rabbits will very rapidly neutralize the toxin at 
room temperatures. Suitable volumes of anti-toxic serum and toxin can be 
chosen, such that they prove impotent when mixed in a syringe, and immedi- 
ately injected into the ear vein of a normal rabbit; whereas, the same volumes 
of toxin and of a serum having no measurable anti-haemolytic titre, when 
injected under the same conditions into a control rabbit of similar weight, will 
prove fatal in a few minutes. 

Immunized rabbits have been obtained, which are unaffected by many 
times the lethal dose for a normal rabbit of the same weight. Such rabbits 
give no dermo-necrotic reaction to very high concentrations of toxin. Their 
erythrocytes appear less susceptible to lysis by the toxin. If their serum be 
incorporated into rabbit blood agar plates, haemolysis of the blood by staphy- 
lococcus cultures will be inhibited (Cf. Figures 1, II] and III.) In fact, the 
animals display an authentic active immunity, and their serum confers passive 
protection. 

A horse is being successfully immunized by subcutaneous injections of 
small doses of staphylococcus toxoid. Within three weeks of the first injection, 
the anti-haemolytic content of its serum rose from an initial 120 units to 
4000 units; the anti-dermonecrotic titre rose from 1280 to 12,800 units (per cc.). 
The serum gained a high neutralizing power against the lethal effect of the 
toxin on guinea-pigs and rabbits. 

A more detailed discussion of these and allied points will be published later. 
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THE MEETING—A NECESSITY 


T no time in the history of the 
Association has there been a more 
urgent necessity for frank statement 

of the problems and free discussion 
of methods of meeting them, for pooling 
and analyzing our accumulated knowledge 
and experience and demonstrating over a 


wide field the lessons that lie therein. 





In order that full advantage may be 


DR. W. J. BELL gained from the Annual Meeting of the 

Deputy Minister of Health, Ontario an ih aad : . e 

Sacsliteds. Geaatick Sonia: Wate Association with that of the Ontario 
Association 


Health Officers in May, very special effort 
should be made to have a large attend- 
ance. There must at least be no slacken- 
ing in our desire and our effort to learn 

and the Annual Meeting is the medium 
through which information is most 


accessible. 


W. J. BELL, 
President, 


Canadian Public Health Association. 





J. H. RApForp, 


DR. J. H. RADFORD 


Medical Officer of Health, Galt, Ont. President, 
a a Ontario Health Officers’ Association, 
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Joint Annual Meeting 


Toronto, May 25, 26, 27, 1932 





N several occasions the Cana- 
dian Public Health Association 
has honoured the city of Toronto by 
holding important conventions of 
our national public health workers. 
It is indeed pleasing that the 21st 
Annual Meeting will convene in 
Toronto, and that the Ontario 
Health Officers’ 
Association will 
join in marking 
the coming of age 
of our Canadian 
Public Health 
Association. 
Toronto has 
always been an 
ideal convention 
city. It has at- 
tracted the vis- 
itor and im- 
pressed him with 
its delightful 
location, its 
parks, and _ its 
hospitality. But 
now in addition 
to the beauty of 
the city have been 
added conven- 
tion facilities 
that are outstanding on the con- 
tinent. The 21st Annual Meeting 
will be held in the Royal York 
Hotel and the importance of the 
convention has warranted the as- 
signing of the entire convention 
floor to the Association. 


Honorary President, 


The word ‘‘Toronto”’ is of Indian 
origin, signifying ‘‘The Place of 
Meeting’’. To every public health 
worker the call comes to ‘‘The 
Place of Meeting’’ and Toronto 





HONOURABLE DR. JOHN M. ROBB 

Minister of Health, Ontario 
Canadian Public Health 
Association 


will be prepared to welcome every 
member of the Association and to 
ensure him days of great pleasure 
and profit. 


Entertainment 


Toronto is famous for its golf 
courses. 


Arrangements are being 
made by the com- 
mittee in charge 
of entertainment 
to provide for all 
who may desire 
to play at any of 
the courses. A 
programme of 
special interest 
to the visiting 
ladies is being 
arranged by the 
Entertainment 
Committee 
under the chair- 
manship of Dr. 
George D. Porter 
and plans include 
a sight-seeing 
tour of the city 
and a tea on Fri- 
day afternoon. 


Transportation 


In view of the difficulties and 
the limitations pertaining to the 
purchase of tickets on the stand- 
ard certificate plan, the Committee 
has decided to recommend the use 
of the summer tourist plan. De- 
pending on the distance to be 
travelled, summer tourist fares are 
cheaper than fare and one-half, 
as secured by convention certi- 
ficates and, in addition, they allow 
stop-over privileges until October. 
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Royal York Hotel 


Convention Headquarters 





HE Royal York, the largest and most palatial hotel in the British 
Empire and one of the finest in the world, is situated in the heart 
of downtown Toronto, directly across from the Union Station. 

The entire Convention Floor and the Convention Mezzanine Floor 
immediately above have been specially designed for conventions and 
banquets. _ The Association’s meetings will be held in the Banquet 





ROYAL YORK HOTEL, TORONTO 
All sessions of the Convention will be held in the Hotel. 


Hall and in the Ball Room. The Banquet Hall, with a seating capacity 
of 1,000 persons, has such excellent acoustic properties, as well as being 
equipped with amplifiers, that it is ideal for the General Sesions. 
The Ball Room, somewhat smaller in size and yet spacious, will be 
used for the morning sessions of the Ontario Health Officers’ Association. 
Section meetings will be provided with excellent accommodation in 
the private dining rooms. 

In the foyer of the Convention Floor splendid accommodation is 
provided for the commercial exhibits. It is planned to relate these 
intimately with the scientific exhibits, which will also occupy a portion 
of the Banquet Hall. 
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Three General Sessions 


“Public health has become, within the last few years 
especially, a tremendous subject affecting so many pro- 
fessions that there is no wonder at the tendency to specialize 
in the various branches—specializers are so apt to look at 
things from their own standpoint only. The Canadian 
Public Health Association, by bringing the specializers 
together, hopes to have every side-light cast upon the dis- 
cussion of all matters relating to public health. The As- 
sociation, therefore, must embrace all these co-workers in 
its membership. In this way only can the primary means 
and objects of the Association be carried out.” 

The Public Health Journal, Volume 1, Number 12, 

December, 1910. 


N these words those who laid the foundations of our Association 
I in 1910 expressed the need for an Association and emphasized the 

principles on which the programme of an effective annual meeting 
should be built. 


The General Sessions, therefore, will present public health in many 
aspects. The following speakers will contribute papers to the General 
Sessions: 


Dr. W. J. BELL, Toronto 

Dr. E. L. BisHop, Nashville 

Dr. Louts DuBLIN, New York 

Dr. HAVEN EMERSON, New York 
Mr. H. P. Eppy, Boston 

Dr. J. G. FitzGErRALp, Toronto 
Dr. A. G. FLEMING, Montreal 

Dr. C. M. Hincxks, Toronto 

Dr. F. W. Jackson, Winnipeg 

Dr. ALPHONSE LESSARD, Quebec 
Hon. Dr. ROBERT MANION, Ottawa 
Dr. F. S. PARNEY, Ottawa 

Dr. G. E. RIcHARDs, Toronto 

Dr. J. H. RApForpD, Galt 

Hon. Dr. J. M. Ross, Toronto 

Dr. D. STEWART, Ninette, Manitoba 


The subjects of these speakers will be announced in the April issue 
of the JouRNAL, which will contain the preliminary programme in 
detail. All of the subjects are of timely interest, covering many of 
the aspects of public health and its problems in the light of the present 
economic situation. 
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An Outstanding Programme 








HE opening session of the Convention will be held on Wednesday, 

May 25th, with Section meetings commencing at 9.30 a.m. 

The Ontario Health Officers’ Association will convene for their 

programme at 10.30 a.m. A General Session will be held daily in the 

afternoon, and an evening programme is being provided for Thursday. 
The following schedule of meetings indicates the arrangements. 


Wednesday, May 25th 
9.30 a.m.—Section Meetings: 
Vital Statistics. 
Laboratory Workers. 
Joint Session—Mental and Social Hygiene. 
10.30 a.m.—Ontario Health Officers’ Association. 
2.30 p.m.—General Session. 


Thursday, May 26th 


9.30 a.m.—Ontario Health Officers’ Association. 
Section Meetings: 
Vital Statistics. 
Laboratory Workers. 
Industrial Hygiene. 
Public Health Engineering. 
2.30 p.m.—General Session. 
7.30 p.m.—Dinner of the Associations. 


Friday, May 27th 
9.30 a.m.—Ontario Health Officers’ Association. 
Section Meetings: 

Vital Statistics. 
Laboratory Workers. 
Public Health Nursing. 
Public Health Engineering. 

2.30 p.m.—General Session. 


Ontario Health Officers’ Association 16th Annual Meeting 


Every member of the Ontario Health Officers’ Association is a 
member of the Canadian Public Health Association. Our national 
association represents the joining together of the provincially organized 
health associations. The joint meeting, however, does not mean that 
the interests of the provincial association are in any measure subjugated. 
The Ontario Health Officers’ Association will hold sessions each morning 
during the three days of the convention. The address of the President, 
Dr. J. H. Radford, will be given on Thursday morning. 
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Fourteen Section Meeting 





| ‘HE strength of the Association lies in the functioning of its various 
Sections. Each Section has a distinctive programme. 


Vital Statistics: Enthusiastic support has been extended to the com- 
mittee in planning the programme of this section, not only by the Pro- 
vincial and Municipal Registrars, but also the interested university 
departments and by representatives of various life insurance companies. 
Three sessions are being provided and a number of papers are non-technical 
and of special interest to medical officers of health. 


Public Health Nursing: One of the most important sections of the 
Association, is providing a symposium on ‘‘The Public Health Nurse”’ at 
one session, and is joining with the Section of Child Hygiene in the pro- 
gramme for the Ontario Health Officers on Thursday morning. 


Laboratory Section: It is the purpose of the Laboratory Section to serve 
as the Canadian Society of those interested in bacteriology, chemistry and 
pathology, particularly as related to public health. The programme will 
contain a number of research studies which are of great interest to all 
public health workers.. The section will meet daily. 


Public Health Engineering: The rapid growth in the membership of this 
section indicates the importance of public health engineering in the prac- 
tice of public health. Members of the engineering profession have united 
in providing a programme presenting problems of milk control, water and 
sewage treatment, and other aspects of sanitation. The sections of 
Industrial Hygiene, Social Hygiene and Mental Hygiene have planned 
programmes with the purpose of meeting the genera! needs of the medical 
officer of health. 


The limitations of space prevent even the mention of some of the 
contributors to these programmes. A number of outstanding public 
health workers are taking part in the section programmes, preferring 
to present technical material to the section rather than to the general 
session. 


EXHIBITS 


ROVISION has been. made for scientific and commercial exhibits. 
The Federal, Provincial, and Municipal Departments of Health, the 
Voluntary Health Agencies are making possible exhibits presenting 
health reports, epidemiological data, health education material and 
advances in bacteriology and chemistry. The commercial exhibits are 
of a very high order and will be of special interest. 








You Cannot Afford to be Absent 








Editorials 


PUBLIC HEALTH AND THE ECONOMIC DEPRESSION 


N the present period of financial depression and money stringency, 
I when executives are bending every effort towards the elimination 

of unnecessary expenditures and when even necessary expenditures 
are given most critical and careful consideration, the public health 
budget naturally comes under strict scrutiny. It is pertinent to-day 
to ask not only ‘‘Is the present expenditure on the conservation of 
health economically sound?”’ but ‘Should public health expenditures 
at a time like this not only be maintained but even increased?’ Before 
answering the question let us consider a few of the possible effects of 
the present economic distress on the health of our people. Let us see 
whether the problem is greater or less during a depression, whether a 
reduced expenditure now will not in the end cost us dearly. 


First consider the problem of tuberculosis. We know there are 
many latent cases which light into activity under conditions of strain, 
worry, the increased economic burden, the lack of proper food and the 
inability to provide for themselves and their dependents adequate 
medical’ and nursing care. We know that every case is a source of 
infection for others, especially children, and that the chance of infection 
is tremendously increased when the family is crowded into a few rooms, 
when the latent case has become active and, through lack of professional 
supervision, care and advice, essential measures of prevention are 
neglected or unknown. The result of the depression would appear to 
be, therefore, an increase not only in the tuberculosis death rate but 
also in the tuberculous infections—and these will add to the toll of 
tuberculosis and to its cost for years to come. Increased expenditure 
is necessary to provide sanatorium care, visiting nurses and supervision 
of those already exposed. 


Lower income means lessened ability to purchase food. Insufficient 
food, in turn, brings about a lessening of resistance against disease. 
Medical science has shown how intimately good health is dependent on 
a well balanced and adequate diet. How important at this time is the 
work of the medical officer of health in informing the community 
through his staff of public health nurses and through the press, of the 
relative values of various foods, so that every family may have not 
only an attractive, palatable diet, but also one which protects one 
promotes health and one which they can afford. 
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To spend money on public health is true economy. Immunization 
against certain communicable diseases should be vigorously prosecuted 
in order to eliminate the expense involved in treating cases and con- 
trolling outbreaks of these diseases. The cost of diphtheria in Canada 
has never been estimated in dollars, yet every public health officer 
realizes that the cost of this one disease, in its toll of sickness and 
death, would exceed the entire amount of money expended in the 
control of all communicable diseases. Diphtheria can be prevented, 
and it is being prevented by the use of diphtheria toxoid throughout 
the Dominion. Is this preventive work to be curtailed? 


The safeguarding of water, milk and food supplies has prevented 
typhoid epidemics—and such safeguarding must be continuously and 
effectively enforced by the public health authority concerned. To 
allow any laxity in this regard, through lack of funds, is to court 
disaster. In industry, too, the accomplishments of factory inspection, 
of industrial accident prevention and industrial hygiene, testify to the 
value of money expended not only in the reduction of overhead costs, 
in the lowered charges for workmen’s compensation and in increased 


efficiency, but also in the continuance in employment and the better 
health of the employees. 


Some activities in public health work bring spectacular results and 
command immediate support. The conduct of surveys to determine 
how effective is this or that piece of health work is typical of the work 
which yields great results but is not so generally known. And this 
type of work must be prosecuted vigorously and continuously, in order 
to ensure that all the money spent is well spent and is returning its 
proper dividend in results. To curtail such work at the present time 


is to remove one of the most effective means of controlling public health 
expenditure. 


I am firmly of the opinion that during a time of financial stress 
public health work is urgently needed as a public service even more 
than in normal times and that bodies, whether constituted on a stat- 
utory or a voluntary basis, should make every effort to meet the greater 
need experienced during a period of depression. 


John M. Robb. 























PUBLIC HEALTH NURSING 


Rusy M. Simpson, Reg.N., and Mrs. Georce Hanna. 








Corrective Physical Education 


R EMEDIAL work is carried on in 

the junior high schools and 
elementary schools of Vancouver. In 
the former, classes are held weekly 
by the physical instructors and _ in- 
structresses of these schools, and in 
the elementary schools by a visiting 
physical instructress. 

Posture work and cases of flat feet 
are taken in small groups of six to 
twelve children, but special cases of 
curvature, chest deviations, 
paralysis are taken individually. 

Children are referred for this work 
by the school doctor or school nurse. 
3efore the child is admitted, the 
parents are notified of the defect and 
are invited to be present at the first 
lesson, and, in fact, at all classes if 
possible; this is particularly desirable 
with small children just entering 
Parents are also asked to co- 


and 


school. 
operate by supervising the exercises 
the children are given to do at home. 

Half-hour periods are allotted to 
posture work, and generally half of 
this time is spent lying on the back 
resting, or in the hyper-extension posi- 
tion, so that the muscles of the back 
and abdomen may relax before doing 
the exercises during the next half of 
the period. 

It has been found that this period 
of rest is particularly beneficial to 
older girls (twelve to sixteen years), 
and during this time short talks are 
given on health relative to posture. 

One essential point in the correc- 


tion of posture is that of the child’s 
clothing, and the attention of the 
parents is drawn to this, in order that 
garments that restrict free movement 
may be replaced by others. It is not 
an uncommon thing to find that a 
young child referred for posture work 
is so “bundled up” with clothes, that 
his movements 
restricted. 


are almost 


entirely 

Classes for foot work are shorter 
(15 to 20 minutes). Exercises for the 
feet, ankles and legs are given gener- 
ally, followed by special work for the 
muscles requiring most attention. 
Shoes play a very important part in 
the correction of foot troubles and, 
when necessary, special shoes are re- 
commended. Stockings, too, are the 
cause of a great deal of trouble, for 
short-footed stockimmgs restrict the 
action of the foot muscles and cramp 
the toes, causing in severe cases de- 
formities of the toes. 

A record is kept of all remedial 
work in each school. Children are 
graded according to their posture, and 
impressions are taken of all foot cases 
by means of a pedograph. Re-grading 
and new impressions are taken from 
time to time; this stimulates the in- 
terest of the children to compete with 
each other to attain perfection. 


The general physical education pro- 
gramme in our junior high schools has 
done a great deal to overcome posture 
troubles, and the co-operation of the 
classroom teachers in the elementary 
schools has helped to impress upon 
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the younger children the importance 
of correct carriage. 
Elinor M. Robertson, 
Physical Instructress, Vancouver 
Schools. 


Metropolitan Life Insurance Com- 
pany Nursing Service 


N Canada the Metropolitan Life 

Insurance Company has one hun- 
dred and forty-four nursing services 
covering two hundred and ninety-nine 
cities and towns. In seventy of these 
centres the nursing service is given 
Metropolitan policyholders through 
affiliation with the Victorian Order of 
Nurses, in three centres through 
affiliation with the St. Elizabeth Visit- 
ing Nurses’ Association, in five 
centres in British Columbia through 
affiliation with the Provincial Health 
Units, and in two centres through the 
Red Cross Society. 

The same high standards of train- 
ing, technique and procedure required 
of approved visiting nurse associa- 
tions throughout the country are re- 
quired of nurses employed by the 
Metropolitan Life Insurance Com- 
pany. The Metropolitan gives a 
visiting nurse service to its industrial 
and intermediate policyholders and 
group certificate-holders who are 
acutely ill and under the care of a 
physician, also to expectant mothers 
from the beginning of pregnancy on 
through the postpartum period. The 
nurse does not attend confinements. 
Mothers confined in hospital, on their 
return home, are given two demon- 
stration visits on the care of the baby. 
Policy-holders suffering from chronic 
conditions receive sufficient visits to 
instruct the family in the proper care 
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of the patient. The Metropolitan nurse 
gives bedside care, does public health 
teaching and general health super- 
vision in the home, in close co-oper- 
ation with the various social and 
health agencies in the community. 


The Metropolitan nurse carries an 
intensive prenatal programme and 
tries to get every expectant mother 
under medical supervision early in 
pregnancy. In Montreal, the largest 
Metropolitan service in Canada, with 
fifty-one Metropolitan nurses, five 
regular supervisors and one super- 
visor of prenatal nursing, five pre- 
natal conferences are held each week, 
with an average attendance of 9.4. 
For the past six months there has 
been a monthly average of two thou- 
sand two hundred expectant mothers 
under supervision. 

Each year since 1925 the Metro- 
politan has awarded scholarships to 
four of its French speaking staff 
nurses to follow the course in public 
health nursing at the University of 
Montreal. 

In Montreal a Practice Centre is 
maintained to which all nurses are 
sent for at least six weeks’ training 
in Metropolitan ideals, technique and 
methods before being given a_per- 
manent appointment. 

The minimum salary of Metropoli- 
tan nurses is fifteen hundred dollars 
a year and this is supplemented by a 
yearly uniform allowance. There are 
also disability benefits and a pension 
fund, the cost of which is paid for 
partly by the Company and partly by 
the nurse. 


Alice Ahern, Reg.N., 
Assistant Superintendent of 
Nursing. 








Foop, DrRuUGs AND NUTRITION 


H. M. Lancaster, B.A.Sc., Ottawa, and E. W. McHenry, M.A., Ph.D., Toronto. 





Two Advances in Our Knowledge of the Vitamins 


HILE vitamin research of lab- 

oratory animals is frequently 
productive of definite results, the ap- 
plication of these to human nutrition 
is often a matter of doubt. In the 
case of vitamin A it has been known 
for years that this factor is essential 
for the growth of young animals and 
that, in its absence from the diet, 
xerophthalmia was produced. During 
the war a scarcity of fats developed in 
Europe and led to the consumption of 
fat-deficient diets. Vitamin A, asso- 
ciated with the fats, was supplied in 
inadequate amounts. Many children 
in Denmark showed characteristic 
xerophthalmia, and the condition was 
relieved by supplying a source of the 
vitamin. It is well known that the 
night-blindness which frequently oc- 
curs in Newfoundland and Labrador 
may be quickly cured by the adminis- 
tration of cod-liver oil. A_ recent 
study’ by J. C. Spence of 17 cases of 
night-blindness in England showed 
that these were due to a lack of vita- 
min A. With the evidence accumulat- 
ing of the necessity for this vitamin 
in human nutrition it is of interest to 
consider recerit work on the relation 
of carotene to this vitamin. 

Carotene is a pigment present in 
many plant and animal tissues: For 
some years there has been thought to 
be a connection between this substance 
and vitamin A. It is now known, 
largely from the work of Moore in 


England, that the pigment and the 
vitamin are not identical but that caro- 
tene is converted into the vitamin in 
the liver. The climax of this valuable 
work has been reached by Olcutt and 
McCann? in their isolation from liver 
tissue of an enzyme, caratenase, which 
in vitro converts the pigment into the 
vitamin. The carotene, present in 
so many foods, is the fore-runner of 
the vitamin, the change from the in- 
active pigment, to the active vitamin 
being accomplished in the liver. 

Vitamin D is frequently associated 
with A in discussion of the vitamins 
because they occur together in cod- 
liver oil. Recently a great deal of 
attention has been focussed upon D 
because of the discovery that ergos- 
terol may be converted into the vita- 
min by irradiation. Artificial sources 
of D have been boomed because so 
few common foods contain it. Up till 
recently only one common food, the 
egg, was thought to supply a reason- 
able amount of D. It is now known 
that salmon, canned on the Pacific 
coast, is also remarkably rich in D, 
containing more, weight for weight, 
than medicinal cod-liver oil*. 


1Spence, J. C., Arch. Dis. Childhod, 6, 
17 (1931). 
2Olcutt and McCann, Journ. Biol. Chem., 
94, 185 (1931). 
38Tolle and Nelson, Ind. Eng. Chem., 23, 
1066 (1931). 
E. W. McHEnry. 
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A. L. McKay, B.A., M.D., D.P.H. and F. W. Jackson, M.D., D.P.H. 





Smallpox in Vancouver, Preliminary Report 
J. W. McIntosu, B.A., M.B., D.P.H., Medical Health Officer, Vancouver, B.C. 


ANCOUVER smallpox records 

have beeri preserved for only 27 
years, during which time a total of 
2,081 cases have been reported. There 
were only 4 deaths; three, in 1917, 
occurred amongst contacts of a viru- 
lent case from the Orient; the fourth, 
in 1929, was a case with smallpox 
and chronic heart complication. 

In the period January 8 to Feb- 
ruary 22, 1932, there been an 
outbreak of 36 cases with 11 deaths, 
giving a fatality rate of 300 per 1,000 
cases, outstanding contrast to a 
rate of 2 per 1,000 for the preceding 


has 


in 


the State of Washington, a number 
of which were in the municipality of 
Everet.) In a couple of weeks follow- 
ing contact, three children in the first 
home in Burnaby and their grand- 
mother and two uncles in Vancouver 
developed smallpox. As no doctor was 
called to any of these except the last 
child to become ill, these cases were 
not traced till early in February. In 
the interval, other cases, which were 
at first reported as chickenpox, oc- 
curred. The two uncles, with rash, 
followed their occupations, one as 


street car motorman, the other operat- 
ing a chain-store delivery truck. They 
infected a milk delivery man, a store- 


26 years. Excluding one case origin- 


ating in the east, the cases were 


traced to a common source. 

The first intimation the City De- 
partment of Health had of smallpox 
occurring in the city was in the last 
of January, 


epidemiologist was called to see a case 


week when the city 
diagnosed as hemorrhagic measles. He 
changed the diagnosis to hemorrhagic 
smallpox. Immediate investigation 
then revealed the following sequence 
of On 24th a 


woman from Everet, Wash., U.S.A., 


events: December 
visited relatives in Burnaby, B.C., and 
there developed sickness with a rash 
but apparently no physician was 
called; this was undoubtedly smallpox. 
She visited relatives in Vancouver 
and returned to Everet after recovery. 
(In January, 1932, there were about 


113 cases of smallpox reported for 
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keeper, a departmental store delivery 
man, a grocer and a ladies’ hairdress- 
ing parlour employee, who, as mild 
cases, further spread the disease. On 
January 19th a man died and was 
buried under a doctor’s certificate of 
haemorrhagic measles. This was the 
first malignant case. Some days later 
his brother was seen by a physician, 
a diagnosis of haemorrhagic measles 
was made, but the physician called the 
city 


in consultation, 


when the diagnosis was changed to 


epidemiologist 


haemorrhagic smallpox. This initiated 
The whole family 
of the man who died on January 19th 
contracted haemorrhagic smallpox 
except the three older children who 
had been vaccinated. The rest of the 
family, including — father, 


the investigation. 


mother, 











EPIDEMIOLOGY AND VITAL STATISTICS 


brother and three children, all died. 
None of these had been vaccinated 
except the mother some 36 years 
before. A young man who kept com- 
pany with one of the daughters also 
contracted smallpox and died. Record 
has been obtained of 36 cases with 11 
deaths, seven cases being still in isola- 
tion (February 29). The date of the 
last case was February 22. 

The the Contagious 
Disease Department had a busy time 
night and day, following up over 1,000 
contacts, direct and indirect, releasing 
those vaccinated showing marks, vac- 
cinating others, 


members of 


and putting those 
refusing vaccination under quarantine. 
Outside of the recent cases from cross 
infection to a number of unvaccinated 
hospital patients, who were kept under 
observation, the outbreak seemed to 


be quickly under control. Vaccine 
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lymph was ordered from Toronto and 
some from Seattle for quick delivery. 
Five hundred vaccinations were done 
at the Hospital. Public clinics were 
held daily; public and commercial 
organizations of all kinds arranged 
of employees en 
masse; a quarter page advertisement 
was put in each of the three daily 
papers 


for vaccination 


in with the 
Greater Vancouver Health League. 
After securing the co-operation of the 
City Council and the School Board, a 
campaign was held in every school in 
the city for four days with a staff of 
doctors and nurses, when some 8,000 
children were vaccinated. Vaccine was 
supplied free by the city to the medical 
profession. To date some 85,000 doses 
of vaccine have been distributed in 
and around Vancouver, and vaccina- 
tion still proceeds. 


co-operation 
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COMMUNICABLE DISEASES IN CANADA* 
BY PROVINCES—JANUARY, 1932. 
| New | or 
Nova |Bruns-| Quebec Mani- |Saskat- British 
Diseases |P.E.I. |Scotia | wick | Ontario | toba |chewan |Alberta | Columbia 

Diphtheria... .. 5 21 13 182 315 43 ll 14 17 
Scarlet Fever..} 13 63 57 381 526 89 24 22 44 
Measles... .. . . -- 1 | 2 | 1215 4926 207 223 13 3501 
Whooping 

ts ae _- 62 1 217 844 61 a.) 88 
German 

Measles..... — 4 — 57 56 t 1 6 30 
Mumps....... 1 69 _— t 703 | ~ 89 124 37 228 
Smallpox...... -- —- -- 2 14 | 5 85 — 15 
Cerebrospinal 

Meningitis..} — 1 — 4 a <3 1 — =. 1 
Anterior 

Poliomyelitis; — -- _ — _- “= ~- — -— 
Typhoid Fever| — 1 3 87 23 il 2 3 6 
Trachoma.....| — ~- -- _- — 68 3 “= 1 








*Data furnished by the Dominion Bureau of Statistics, Ottawa. 
TtNot reportable. 
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W aterworks Convention at Niagara Falls 


HE importance attached to the 

operation of waterworks systems 
was well indicated by the magnificent 
attendance at the Convention of the 
Canadian Section, American Water- 
works Association, held in Niagara 
Falls, Ontario, March 9, 10 and 11, 
1932. In spite of present financial 
conditions and the inclination for 
municipalities to economize, the 
attendance this year far exceeded any 
previous attendance. The total regis- 
tration was 316, a gain of 70 over last 
year. 


The Convention was held in the 
General Brock Hotel, where splendid 
facilities were available. Technical, 
administrative and other phases of 
waterworks operation were dealt with 
in the programme, which was opened 
by Dr. H. G. Acres, who spoke on 
the new filtration plant for Niagara 
Falls. This is a gravity mechanical 
filter plant with a daily capacity of 
ten million gallons. “Waterworks 
financing and accounting” was ably 
dealt with by Messrs. C. D. Brown 
and A. S. Fitzgerald of Walkerville. 


A subject of very great interest to 
the municipalities of the Province was 
discussed in a paper on “Deep Well 
Water Supplies of Ontario” by 
Messrs. Burn and Edmonds of the 
Provincial Department of Health. 
“Water Hammer and Surge Tanks” 
was the subject of Mr. A. W. 
McQueen of Niagara Falls. One of 


the most interesting parts of the pro- 
gramme for public health officials was 
the symposium on “Taste and Odour 
Control in Water Supplies.” This was 
discussel by Mr. DeLaporte and Mr. 
Matheson of the Ontario Department 
of Health, and experiences with dif- 
ferent control measures were related 
by Mr. Nicklin of Guelph, Mr. 
Thomas of New Toronto, Dr. Mus- 
tard of Guelph, and Mr. Caughey of 
Wallaceburg. Mr. Keith of Windsor 
read a valuable paper on “Winter 
Operation of Waterworks Systems.” 

A paper on “Sewage Disposal and 
its Relationship to Water Supplies,” 
by Mr. G. H. Ferguson, Chief En- 
gineer of the Department of Pensions 
and National Health, Ottawa, showed 
the relationship between these two 
important municipal activities. “Mod- 
ern Waterworks Pumping Stations” 
was the subject of Mr. Wm. Gore of 
Toronto. Recent developments in this 
were described, and illustrated by 
lantern slides. Various measures for 
effecting economy in the operation of 
public utilities were pointed out in a 
paper on “Operating Economics in 
Waterworks Systems” by Mr. W. E. 
MacDonald of Ottawa. 

The new officers elected at the 
Convention were W. E. MacDonald 
of Ottawa as chairman and A. M. 
Bowman of Elmira and W. L. 
McFaul of Hamilton as trustees. Next 
year the Convention is to be held at 
Ottawa. 
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Montreal’s Campaign Against Infant Mortality 


HE very energetic campaign re- 

cently launched by the Montreal 
Department of Health to combat 
infant mortality in that city shows an 
unique effort in public health educa- 
tion—one of the most important 
factors in the campaign. This is a 
poster in colour, about 15” « 914”, 
distributed to the homes. The poster 
has been dedicated to the mothers of 
the city of Montreal by the Mayor 
and the City Councillors. Its infor- 
mation is very definitely positive in 
character, displaying no “nots” nor 
“don’ts”. The centre picture at the 
top depicts in colour a mother feeding 
her child—with the caption, “Fed by 
its mother, the baby will grow satis- 
factorily and its intelligence will de- 
velop normally.” Force is added to 
this advice by the large printing in the 
upper corner, “Mother Feed Your 
Baby Yourself”—good advice in few 
words—always the most impressive! 
The pictures then show the healthy 
child at six months, the sturdy pre- 
school child playing with his blocks, 
the school child successful in his 
classes and joining happily with his 
mates in their play, then the youth at 
twenty—fitted by a good upbringing 
to start on his life career and to carry 
on to success. In the centre is “The 
Happy Family, many _ children, 
healthy, vigorous, intelligent.” On 
one side of the central picture the fol- 
lowing brief though forceful advice is 


in French—on the other side in 
English :— 

“Mother Feed Your Baby Your- 
self. 

The food you give the child has a 
vital influence on its health. 

Your milk is the one which suits it 
best. 

It will prevent 
troubles and rickets. 

It will make your baby a vigorous 
and healthy child. 

Should you refrain from nursing 
your baby, you endanger its health and 
its life. 

Think of the happiness of mother 
and father when their children are in 
the best of health. 

Their success in school and their 
future will depend on their normal 
development.” 

The campaign was initiated by an 
address on Breast Feeding by Dr. 
Gaston Lapierre, Professor of Pedia- 
trics at the University of Montreal, to 
the physicians and visiting nurses of 
the Child Hygiene Division of the 
Health Department.. Dr. Lapierre, in 
a very practical manner, reviewed the 
question of breast feeding, showing 
particularly the fallacy of many of 
the arguments offered by mothers and 
others against it, pointing out how the 
difficulties in many cases could be 
readily overcome and how even par- 
tial breast feeding should be encour- 


aged. 


gastro-intestinal 
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Under the active supervision of Dr. 
Ad. Groulx, Superintendent of the 
Division of Child Hygiene, the wel- 
fare nurses now start on their educa- 
tional campaign, equipped with a 
definite knowledge of the extent of 
the problem of infant mortality—its 
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causes and its remedy. And in the 
campaign, the active support, in fact 
the leadership, of the physician is 
solicited so that the nurse may be his 
assistant and associate. The campaign 
augurs well for a marked reduction 
in Montreal’s infant mortality. 


CORRESPONDENCE 


February 29, 1932. 
To THE Epitor: 

In my letter on “Racial Origin in 
Vital Statistics,” February number of 
the JouRNAL, at the top of page 98, 
the word “Japanese” should have read 
“British.” 

I might be permitted to add Nice- 
foro’s definition of “race” (League of 
Nations, Ch. 492, p. 330). He says: 
“This word (race) has and can have 
only meaning, 
biological meaning. 


one i.e., a strictly 
Race is deter- 
mined neither by nationality nor by 
the language spoken ; it does not signify 
a human group enjoying and living 
under the civilization, nor 4 
human community living under the 
State or within the same re- 

Race is neither a_ political, 
social nor psychological category; it 
is a biological category.” 


same 


same 
ligion. 


Yours sincerely, 

Jonn W. S. McCuttoucu. 

Sioux Lookout, Ontario, 
February 15, 1932. 

To THE Eprror: 

In the October 1931 issue of the 
JourNAL and also that of November, 
space is devoted to an inquiry regard- 


ing the training of Sanitary In- 
spectors. The letter in the November 


issue from Dr. R. St. J. Macdonald 


lectures are 
given and examinations held under 
the auspices of the Royal Sanitary 
Institute in Quebec. 

It may be of further interest to 
know that through the kindness and 
co-operation of the medical profes- 
sion of Manitoba and the efforts of 
Mr. A. Officer, Chief Sanitary In- 
spector, Winnipeg, also Mr. E. W. J. 
Hague, <A.R.San.I., lately Chief 
Health Inspector, Winnipeg, courses 
of lectures are held annually in Win- 
nipeg, followed by examinations for 
those who desire to obtain the Sani- 
tary Inspector’s qualification of the 
Royal Sanitary Institute. 

Some years ago, if memory serves 
correctly, the Ontario Health Officers’ 
Association, at their annual confer- 
ence, strongly endorsed the establish- 
ment of regular courses of instruction 
for Ontario Sanitary Inspectors and 
passed a resolution to that effect. The 
Committee formed at that conference 
to discuss such educational ways and 
means, apparently never functioned. 

The undersigned will be glad to 


stated that courses of 


furnish particulars regarding the 
Royal Sanitary Institute to those 
interested. 

A. S. O'Hara, 


Assoc. R.S.L, 
Provincial Sanitary Inspector. 








Books and Reports 


D. T. Fraser, B.A., M.B., D.P.H.; R. R. McCLtenanan, B.A., M.B,, D.P.H. 


Health and Social Evolution, 1931. 
The Halley Stewart Lecture, 1930, 
by Sir George Newman, K.C.B., 
M.D., Hon. D.C.L., LL.D. Pub- 
lished by George Allen & Unwin, 
Ltd., London. 200 pages. Price 
$1.25. *s 


Here in less than 200 pages is a 
record of the progress of health and 
social evolution from the Middle Ages 
in England to the present. day. These 
lectures show how medical practice, 
in some form, has been for centuries 
more or less related to the State; 
their main purport, however, is to 
show the interdependence of health 
and social evolution. Higher stand- 
ards of living have regularly been 
accompanied by a better state of the 
public health, and with the progress 
in both there has developed the “New 
Humanism” resulting in less of the 
down-trodden serf, of the sordidness 
of poverty in an environment of 
disease and pestilence, of the revolting 
conditions of child labour,—less, in 
fact, of man’s inhumanity to man— 
especially to the defenceless child ;— 
a “collective Humanism,” which, as 
Sir George states, “is the inspiration 
of all good government and which 
claims that life is more than the meat 
and the body than raiment.” And, in 
this humanization, the national health 
policy “has been made more personal 
and domestic, more educational and 
preventive, and brought nearer to the 
needs of the individual.” 

Sir George has arrayed here fact 
after fact, has analyzed and compared 
the conditions of the past and the 


present. in England, and leaves the 
reader in no doubt at all that the new 
Humanism on which the govern- 
mental policies of health and social 
betterment are developed to-day is a 
vastly better basis for legislative 
enactments in regard to health and 
socio-economic problems than was the 


case in the “good old days.” 


For those who bemoan the passing 
of the “good old days” this book is 
especially valuable. This must not be 
interpreted to mean that Sir George 
sees or pictures the past as all bad. 
Nothing of the kind. He shows how 
each age has made its contribution to 
the Ideal, how the light of the Ideal 
was held high through the most trying 
periods in England’s history, and how 
apparent disaster often hastened im- 
provement. But read these contrasts 
in reference to the eighteenth century. 
“The lovers and the critics of that 
period know full that, as in 
Greece in the fifth century B.C., there 
were two worlds of people and affairs, 
lords and slaves, the bright, artistic, 
glittering world and the underworld. 
Alongside glorious architecture there 
were the beginnings of slums, Burke’s 
India as well as that of Warren Hast- 
ings, spacious homes and indescrib- 
ably mean prisons, the loveliness of 
the children of Gainsborough and 
Reynolds, and the shocking misery 
and mortality of the children of the 
people, the winsomeness of Nature 
and the sordidness of industrial towns, 
a rural England sliding unconsciously 
into an urban England.” 


well 


Sir George shows, too, the price 
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that must necessarily be paid for the 
higher standards of social life and 
health, individual and national. He 
shows what the new Humanism is 
costing England to-day—and what it 
is saving in lives. He recognizes the 
new problems that have arisen by ap- 
plication of the new Humanism, e.g. 
the problem of caring for a greater 
population for which there is less 
work. He takes into consideration 
the possible changes in the character 
of the people under the influence of 
the new Humanism. He admits that 
the health and social amelioration 
schemes in England to-day—the Na- 
tional Health Insurance Act, Old Age 
Pensions, Unemployment Insurance, 
War Pensions, Education, etc.—are 
not yet perfect, although such schemes 
cost England three hundred and forty- 
eight million pounds in 1929. In 1891 
the expenditure was twenty million. 
But he is not discouraged. He is tak- 
ing stock and balancing his accounts 
and preparing for the future. 

Even to indicate the store of in- 
formation and critical analyses con- 
tained in this book in reference to 
health and social evolution is, for this 
reviewer, impossible. It is at once a 
most instructive, interesting and in- 
spiring volume. As to the presenta- 
tion, one need only say that it is the 
work of Sir George Newman. That 
alone is sufficient to attract everyone 
in public health and in a very wide 
circle outside—not only in the medical 
and nursing professions but in other 
walks of life. 

The book is clearly printed in large 
type and is without typographical 
errors. It should have a wide circula- 
tion in the world of public health and 
preventive medicine. N.E. McK. 
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A Manual of Clinical Laboratory 
Methods. By Clyde Lottridge Cum- 
mer, Ph.B., M.D., F.A.C.P. Pub- 
lishers, Lea & Febiger, Phila- 
delphia, 1931. Third edition, 
thoroughly revised, illustrated with 
173 engravings and 12 plates. 583 
pages. Price $6.75. 

The appearance of the third edition 
of this well known book prompts one 
to ask if loose-leaf binding would not 
be a significant advance for the pre- 
sentation of material of this charac- 
ter. One already notes in this volume 
the absence of technique for the rapid 
typing of pneumococci, for the 
Aschiem Zondek test for pregnancy, 
and for a practical virulence test 
(skin test) for C. diphtheriae,tests 
which have come quickly into, at 
least, accepted use. So, too, one notes 
that intentionally no technique is 
given for the qualitative or quantita- 
tive determination of sugar or 
chlorides in spinal fluid. Of course 
these criticisms deal with more or less 
specialized practices which do not fall 
often to the clinical laboratory, but 
it is for the unusual test that the 
laboratory worker usually refers to 
the printed page. There is, however, 
in these 546 pages a wealth of useful 
material mainly of a very practical 
nature, and presented in such detail 
that even the uninitiated could follow 
the technique described for the 
various procedures, even those of an 
intricate character. There is, as well 


as a valuable bibliography, an ap- 
pendix detailing the preparation of 
various solutions, stains, apparatus, 
etc. The volume is well illustrated 
and clearly printed, and should be a 
most useful one to laboratory workers 
and students. 


CURRENT HEALTH LITERATURE 


These brief abstracts are intended to direct atiention to some articles in various 

journals which have been published during the preceding month. The Secretary 

of the Editorial Board is pleased to mail any of the journals referred to so that 

the abstracted article may be read in its entirety. No charge is made for this 

service. Prompt return (within three days) is requested in order that the 
journals may be available to other readers. 


Manufactured Weather—This is 
one of a series of communications, 
each dealing with some part of the 
newer knowledge of ventilation. The 
material is quite applicable to condi- 
tions in this country. Well worth read- 
ing by any physician, especially those 
engaged in hospital work or industrial 
practice. 


Jones, J. Sharpley, “Manufactured 
Weather,” Roy. San. Inst., v. LII, No. 5 
(Nov.), pp. 201-207. 

Ward, Leonard, “The Ventilation of Fac- 
tories and Workshops,” Roy. San. Inst., 
v. LIT, No. 5 (Nov.), pp. 196-200. 

Garry, R. C., “Ventilation as a Physio- 
logical Problem,” Roy. San. Inst., v. LII, 
No. 5 (Nov.), pp. 208-213. 


Racial Susceptibility to Tuber- 
culosis—Well reasoned material con- 
cludes that environment and education 
rather than innate genetic factors are 
responsible for apparent differences in 
racial susceptibilities. “If these find- 

-ings be generally confirmed, efforts 
against the environmental factors in 
the spread of tuberculosis may con- 
tinue without fear of the hypothetical 
biological phenomena of racial and in- 
dividual inherited susceptibility to the 
disease which have been conjured up 
to condemn such activities and justify 
neglect.” 


Bogen, Emil, Am. Rev. Tuberc., 
XXIV, No. 5 (Nov.), pp. 522-531. 


Vv. 


An Epidemic of Chorea in a 
Family — The authors review the 
almost simultaneous occurrence of 
three cases of chorea in one family 
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living under crowded conditions and 
conclude as follows: “Chorea may 
assume epidemic proportions in a 
family where the living conditions 
show overcrowding. The cases re- 
ported support the contention that 
rheumatism may be contagious 
overcrowded conditions.” 

Paterson, Donald and Horn, Louis J., 


Brit. Med. J., No. 3697 (Nov. 14), pp. 
893-894. 


in 


Recent Facts on Transmission 
of Tuberculosis—In this important 
paper Dr. Myers deals with the ques- 
tion of the transmission of tuber- 
culosis to medical students and nurses 
in training. He points out the error 
of the past, that those attendant on 
tuberculosis cases were not supposed 
to be in any danger of contracting the 
disease—and this in spite of the fact 
that the patients were removed to 
sanatoria and hospitals partly for the 
express purpose of separating them 
from others. He points out that 
nurses in training and medical students 
are allowed, without adequate warn- 
ing of the possibilities of infection, to 
enter into the close contact necessary 
in the examination and care of the 
tuberculosis. In certain cases tuber- 
culosis may exist in hospital patients 
when it is not expected, for example, 
bronchiectasis. Such patients require 
the utmost in nursing attention, and 
the nurse, in her desire to make the 
patient comfortable, unknowingly ex- 
poses herself to massive infection. 
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Dr. Myers points out that but 30 
per cent of probationers in nursing 
schools showed positive reactions to 
tuberculin. After the nurses had 
served their time on the tuberculosis 
services, however, 80-100 per cent re- 
acted positively and 5-12 per cent 
presented themselves with tuberculous 
disease. 

He 
the 


“From 
desire to 
leave the answer to the reader and 
to the students 
whether 


concludes follows: 


available 


as 
evidence, [ 


themselves to 

of students to 
tuberculous patients should be allowed 
to continue or whether it should be 
prevented by the adoption of an ade- 
quate contagious technic.” 


as 
exposure 


This is a most convincing and 

timely contribution to a subject too 

lightly considered in most schools. 
Myers, J. A, J.A.M.A, v. 97, No. 5 


(August Ist), pp. 316-319. 


Streptococcal Agglutinins in 
Rheumatoid Arthritis—In a prelim- 
inary report the authors conclude that 
rheumatoid arthritis can be differen- 
tiated from _ osteo-arthritis, chronic 
gout, gonococcal arthritis and other 
joint diseases by the agglutination re- 
action. 

The agglutination 


supplemented 


reaction, when 
the sedimentation 
test, not only offers a valuable aid in 
differential diagnosis of arthritic con- 
ditions but also affords an estimate 
of the activity of the disease and the 
progress of the patient. 

Nicholls, Edith E. and Stainsby, Wen- 
dell, J., J.A.M.A., v. 97,.No. 16 (October 
17), p. 1146. 


by 


The Coffey-Humber Extract of 
Suprarenal Cortex Substance— 
In properly evaluate the 


order to 
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claims made for this agent, the W. K. 
Kellogg Foundation conducted a clini- 
cal and pathological study of 415 cases 
suffering from 


malignancy, “given 


subcutaneous injections of suprarenal 


cortex substance extract by represen- 
tatives of Dr. Walter B. Coffey and 
John D. Humber” and observed and 
examined by physicians of the Foun- 
dation. A_ special hospital was 
operated by the Foundation for the 
purpose of collecting the information. 
The physicians of the Foundation 
made no claim as to the potency of 
the extract in producing changes in 
malignant growths—but assumed and 
maintained the position of co-operat- 
ing but independent observers inter- 
ested only in the finding of facts. The 
physicians of the Foundation conclude 
as follows: 

i Se use of the 
suprarenal cortex extract, experienced 
by patients with malignant tumors, in 
relation to gain in weight and relief 
from pain did not occur uniformly 
or in the majority of the patients ob- 
served by us. 


benefits of 


2. The extract administered to these 
patients had no selective influence on 
the growth, necrosis or sloughing of 
malignant tumors. 

3. Cure of malignant disease in 
patients with advanced cancinoma or 
sarcoma, in view of the experience of 
the patients this series, cannot 
reasonably be expected to occur as a 
result of use of the suprarenal cortex 
extract.” 

The Foundation, in obtaining and 
presenting this information, has ren- 
dered a great service to the profession 
and the public. 


Harris, Rowland H., J.A.M.A., v. 97, No. 
20 (Nov. 14), pp. 1457-1463. 


of 








